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Honorable  Francis  W.  Sargent 

Governor 

Commonwealth  of  Massachusetts 

State  House 

Boston,  Massachusetts  02133 

Dear  Governor  Sargent s 

It  is  with  great  pleasure  that  I  herewith  submit  to  you  the 
first  Comprehensive  Health  Plan  of  the  Commonwealth  of 
Massachusetts . 

This  plan  was  developed  during  the  past  year  and  a  half 
under  the  auspices  of  the  federal-state  Partnership  for 
Health  program,  and  is  intended  to  serve  as  a  basis  for 
improved  allocation  of  health  care  resources  by  both  the 
Commonwealth  and  the  federal  government. 

It  is  the  sincere  hope  of  the  staff  of  the  Office  of  Compre- 
hensive Health  Planning  that  this  document  and  its  future 
revisions  will  provide  individuals  and  groups  in  both  the 
public  and  private  sectors  of  health  care  with  a  useful  tool 
for  understanding,  managing  and  improving  our  health  care 
system. 

To  the  extent  that  this  occurs,  it  will  be  due  to  the  efforts 
of  the  many  individuals  —  consumers,  providers  and  govern- 
ment officials  —  who  serve  with  energy  and  insight  as  members 
of  the  Comprehensive  Health  Planning  Advisory  Council  and  its 
ad  hoc  Task  Force.   I  take  this  opportunity  to  express  my 
gratitude  to  them  and  to  commend  their  work  to  you. 
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A  STATE!1ENT  OF    POLICY 


Th©  ultimate  judges  of  the  quality  of  the  health  care 
system  in  Massachusetts  should  be  its  clients- — the  citizens 
of  the  Commonwealth. 

It  has  been  the  goal  of  the  Office  of  Contprehensive 
Health  Planning,  therefore,  to  produce  a  state  Comprehensive 
Health  Plan  which  will  contribute  to  improving  the  ability 
of  the  individual  citizens  of  the  Commonwealth  to  understand, 
to  judge,  and  ultimately  to  control  their  health  care  system. 

The  major  concern  of  this  plan  is  the  proper  allocation 
of  resources  -  manpower,  equipment,  facilities,  information 
and  funds  -  to  ensure  that  investment  in  health  care  by  the 
citizens  of  the  Commonwealth  shall  produce  the  maximum 
possible  benefits. 

All  current  health  care  programs,  public  and  private, 
represent  choices  -  whether  the  results  of  conscious  or 
de  facto  decisions  -  which  designate  a  certain  allocation 
of  scarce  resources  to  produce  a  given  set  of  effects  or 
benefits.  Who  makes  the  choices^  whose  values  and  needs 
are  reflected  and  where  the  resources  come  from  have  in 
the  past  been  matters  largely  of  private  rather  than 
public  policy.   The  Massachusetts  Comprehensive  Health  Plan 
is  meant  to  focus  discussion  and  analysis  on  these  policy 
choices  -  public  and  private  -  from  the  public  point  of 
view.   It  is  concerned  with 

-  stimulating  the  development,  statewide, 
of  substantially  better  information 
about  health,  health  programs,  resources, 
and  needs  of  the  population 

-  providing  a  public  focus  for  the  identi- 
fication and  analysis  of  especially 
pressing  health  care  problems 

-  directing  the  allocation  of  funds, 
wherever  possible,  towards  the 
solution  of  major  problems  of  preven- 
tion, care,  rehabilitation,  and 
organization  of  health  services* 

-  encouraging  rational,  coordinated 
development  of  the  Commonwealth's 
health  care  system  through  comprehen- 
sive substate  regional  planning. 


INTRODUCTION 


The  "Partnership  for  Health"  act  was  passed  by 
Congress  in  November^  1966,  Among  its  provisions  was  one 
calling  for  the  development  of  "comprehensive  health  plans" 
by  each  of  the  fifty  states.   These  plans  were  intended  to 
serve  as  statements  of  state  policy,  in  reference  to  which 
expenditure  of  Federal  money  under  the  Partnership  for 
Health  Law*  could  be  reviewed..   Although  the  Federal  legis- 
lation was  not  specific  as  to  what  a  state  comprehensive 
health  plan  should  contain,  it  did  provide  funds  to  enable 
the  state  governments  to  create  comprehensive  health  plan- 
ning agencies,  and  further,  to  develop  areawide  comprehensive 
health  planning  at  the  substate  level. 

Accordingly,  in  June,  1967,  the  Massachusetts  State 
Office  of  Comprehensive  Health  Planning  was  established  within 
the  Office  of  the  Commissioner  of  Administration  and  Finance. 
Its  citizen  Advisory  Council  was  appointed  by  the  Governor 
the  following  April.   A  majority  of  the  Council  members 
represent  the  health  care  consumer.   The  remainder  are 
individuals  involved  in  the  provision  of  health  services, 
both  public  and  private. 

During  the  period  from  April,  1968  to  the  present, 
the  State  Office  of  Comprehensive  Health  Planning  has  worked 
to  organize  areawide  planning  councils  in  the  seven  substate 
regions.   As  of  January,  1970,  four  of  these  councils  were 


*  For  a  detailed  description  of  the  major  provisions  of 
P.L.  89-749,  the  "Partnership  for  Health"  act,  please 
see  Appendix  A. 


funded  and  operating,  and  applications  have  been  received 
and  are  currently  under  review  for  all  of  the  remaining 
three  regions. 

The  state  Office  of  Comprehensive  Health  Planning 
also  moved  forward  during  this  time  with  the  preparation 
of  first  the  state  Comprehensive  Health  Plan.   The  Advisory 
Council  created  four  task  forces  -  on  manpower,  facilities, 
information,  and  services  -  which  met  periodically  from 
February  to  June,  1969®   The  reports  of  these  task  forces 
provided  a  major  contribution  to  the  definition  of  issues 
and  establishment  of  priorities  as  set  forth  in  this  Plan. 
In  addition,  the  Plan  reflects  the  experiences  and  con- 
cerns of  major  state  agencies  and  the  Areawide  Planning 
Councils,  work  of  the  Office  of  Comprehensive  Health  Plan- 
ning, and  contributions  of  a  number  of  other  individuals 
knowledgeable  in  the  areas  of  the  financing  of  health 
care;  construction  and  operation  of  health  facilities;  the 
delivery  of  health  and  health-related  services;  manpower; 
and  information  systems. 

What  follows  is  a  brief  description  of  the  thoughts 
which  guided  the  actual  writing  of  this  document. 
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What  is  a  "plan?" 

A  "plan"  is  a  document  which  first  sets  forth  a  set  of 
goals.   The  goals  represent  desired  levels  of  achievement, 
for  an  organization  or  a  system. 

In  addition  to  a  statement  of  goals,  a  plan  also  provides 
a  description  of  a  series  of  steps  which  must  be  taken,  by 
the  organization  or  the  system^  in  order  for  the  goals  to 
be  attained.   These  steps  are  often  called  objectives.   To 
mean  something,  objectives  should  be  expressed  in  quantifiable, 
measurable  terms:   that  is^  in  order  for  the  system  or 
organization  to  judge  the  extent  to  which  it  is,  or  is  not, 
meeting  the  objectives  which  it  has  set  for  itself,  there 
must  be  ways  to  assess  the  degree  of  attainment. 

Finally,  alternative  means  of  achieving  objectives 
should  be  described,  analyzed  and  evaluated.   Obviously, 
the  Commonwealth  of  Massachusetts  is  some  distance  from 
such  a  plcin  for  health  care. 

First  of  all,  in  setting  forth  the  health  goals  of 
the  state,  one  must  ask:   what  are  the  health  goals  of 
Massachusetts? 

It  became  obvious  at  an  early  stage  of  development 
of  the  Comprehensive  Health  Plan  that  any  "comprehensive" 
statement  of  policy  for  state  government  in  the  area  of 
health  would  have  to  consider  goals,  objectives  and  the 
allocation  of  resources  for  the  health  care  system  as  a 


whole  -  and  not  just  for  the  individual  public  programs 
related  to  the  Partnership  for  Health  legislation.   Approxi- 
mately 40%  of  the  budget  of  the  Commonwealth  of  Massachusetts 
went  to  health  care  in  fiscal  1970,   The  State  is  involved 
in  setting  rates  to  be  charged  by  voluntary  hospitals?  in 
certifying  private  physicians,  nurses,  and  other  health 
workers;  in  collecting  numerous  health  statistics?  in 
licensing  and  setting  standards  for  health  and  facilities 
of  all  kinds?  in  controlling  the  health  and  safety  of 
various  consumer  products;  in  controlling  the  quality  of  the 
environment;  and  in  financing  private  and  public  medical 
care  for  the  aged,  the  poor  and  the  disabled  -  as  well 
as  in  the  direct  provision  of  certain  forms  of  physical, 
mental  and  rehabilitative  health  services. 

The  Federal  Partnership  for  Health  legislation 
anticipated  the  concern  state  comprehensive  health 
planning  would  have  for  all  of  these  areas  when  it  said  that: 

Federal  financial  assistance  must  be  directed 
to  support  the  marshaling  of  all  health  resources... 
To  carry  out  such  purpose,  and  recognizing  the 
changing  character  of  health  problems,  the  Congress 
finds  that  comprehensive  planning  for  health 
services,  health  manpower,  and  health  facilities  is 
essential  at  every  level  of  government;  that  desirable 
administration  requires  strengthening  the  leadership 
and  capacities  of  State  health  agencies?  and  that 
support  of  health  services  provided  people  in  their 
communities  should  be  broadened  and  made  more 
flexible.* 

*P.L.  89I749,  89th  Congress,  S.3008.   November  3,  1966. 


The  problem,  then,  was  to  produce  a  plan  which  would 
provide  some  integration  of  state  health  goals  across  all 
the  existing  lines?  one  which  would  focus  attention  on 
major  objectives,  and  which  would  recommend  in  general 
terms  the  appropriate  allocation  of  resources  among 
competing  programs  and  services,  so  that  major  objectives 
might  be  met  in  specific  periods  of  time.   This  task, 
obviously,  could  not  be  completed  in  six  months  or  a  year. 
In  fact,  the  assessment  of  goals  and  the  calculation  of 
ways  to  reach  objectives  are  jobs  which,  once  accomplished, 
nonetheless  need  to  be  re-done  again  and  again,  as  needs 
of  people  change  and  as  we  improve  our  ability  to  serve 
those  needs. 

Moreover,  the  task  of  stating  health  goals  for  the 
Commonwealth  has  never  been  confronted  -  at  least  not  in 
a  comprehensive,  systematic  way.   Even  more  importantly, 
the  health  care  consumer  has  not  been  heard  from  directly, 
at  least  as  far  as  public  policy  for  health  is  concerned. 
And  because  the  interests  of  the  consumer  are  what 
Comprehensive  Health  Planning  -  statewide  and  areawide  - 
are  supposed  to  be  primarily  concerned  with,  it  has  seemed 
essential  to  give  first  priority  in  this  first  State 
Comprehensive  Health  Plan  to  the  development  of  a 
statement  of  comprehensive  health  goals  for  the  Commonwealth. 
That  priority  accepted,  the  problem  of  how  to  produce  such 


a  statement  presents  itself,  and  it  is  immediately  clear 
that  no  policy  for  comprehensive  health  care,  no  set  of 
objectives  to  be  met,  can  be  adequately  formulated  except 
on  the  basis  of  solid  information  about  our  current  needs 
and  resources.   Thus,  the  second  objective  of  the  Plan  is 
a  comprehensive  assessment  of  the  current  state  of  the 
health  of  Massachusetts  citizens » 

All  that  follows  is,  in  a  sense,  prologue,  because 
the  "Statewide  Special  Objectives"  are  essentially  tasks 
which  need  to  be  accomplished  before  we  can  have  either 
an  adequate  measure  of  our  present  resources  (and  some 
indication  of  their  potential  -  i.e.,  measures  of  costs 
and  benefits) ,  or  a  sensible  statement  of  what  our  goals 
for  the  future  are.   These  special  objectives  are  listed 
in  the  table  of  contents  and  described  in  some  detail  in 
the  body  of  the  Plan. 

They  call  generally  for  small  but  important  improvements 

in  certain  areas  of  program  -»  but  more  importantly  they 

focus  attention  on  procedures,  in  order  that  in  a  short 

period  of  time  we  might  have  available  specific  answers  to 

questions  about  the  effectiveness,  the  efficiency,  the 

comprehensiveness,  the  continuity,  the  financing  and  the 

planning  of  our  health  care  system. 

*********** 

It  is  the  wish  and  expectation  of  the  Office  of 
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Comprehensive  Health  Planning  that  participation  in  health 
planning  at  all  levels  in  the  Commonwealth  will  grow,  and 
that  as  it  does,  important  interests  and  concerns  which 
may  have  been  omitted  or  overlooked  in  this  first  Plan  will 
come  to  be  an  integral  part  of  future  Plans. 


STATEWIDE  COMPREHENSIVE  OBJECTIVES 
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OBJECTIVE  I:   A  STATEMENT  OF  HEALTH  GOALS  FOR  THE 
COMMONWEALTH,  DEVELOPED  THROUGH  OPEN  DISCUSSION  AND 
NEGOTIATION  AMONG  CLIENTS,  HEALTH  CARE  PROVIDERS  AND 
GOVERNMENT. 


Discussion 

As  noted  in  the  introduction  to  this  plan,  it  is 
difficult  to  prescribe  steps  which  must  be  taken  to  achieve 
"goals",  when  such  goals  are  neither  precisely  articulated 
nor  formally  agreed  upon  by  those  said  to  be  pursuing  them. 

The  recent  statanent  of  the  Federal  government  that 
our  national  health  goal  is  "better  health  care  for  lower 
cost, "  is  general  enough  that  almost  everyone  can  agree  to 
it,  but  it  is  not  precise  enough  to  provide  any  particular 
directions  for  action.  For  example,  does  "lower  cost"  mean 
spending  less  on  health  or  deriving  greater  benefits  from 
whatever  we  spend  for  health  services? 

If  it  is  to  take  seriously  the  call  for  better  health 
care,  the  Commonwealth  of  Massachusetts  must  in  some  fashion 
agree  on  a  definition  of  the  term  "better  health  care." 
This  requires  not  only  some  mechanism  for  achieving  agree- 
ment -  a  mechanism  relevant  to  the  health  care  system  if  its 
prescriptions  are  to  be  heeded  -  but  also  some  measure  for 
"good'  and  "better"  upon  which  agreement  can  be  reached. 

Therefore,  some  effort  to  discuss  and  test  statewide 
comprehensive  health  goals  should  be  immediately  undertaken. 
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SUBOBJECTIVE  1.1;   THE  DEVELOPMENT  OF 
MECHANISMS  FOR  ARTICULATING  AND  AGREEING 
UPON  A  SET  OF  COMPREHENSIVE  HEALTH  GOALS 
FOR  THE  COMMONWEALTH  AS  A  WHOLE,  e.g., 
THE  ESTABLISHMENT  OF  AN  ANNUAL  OR  BIENNIAL 
MASSACHUSETTS  HEALTH  FORUM  OR  CONFERENCE 
TO  BE  ATTENDED  BY  REPRESENTATIVES  OF 
GOVERNMENT,  HEALTH  CARE  PROVIDERS,  AND 
INTERESTED  HEALTH  CARE  CONSUMERS. 


SUBOBJECTIVE  1.2;   THE  ESTABLISHMENT  OF 
PROCEDURES  TO  INSURE  THAT  INSOFAR  AS 
POSSIBLE,  AGENCIES  OF  STATE  GOVERNMENT 
INVOLVED  IN  HEALTH  CARE  CARRY  OUT  THEIR 
PROGRAMS  IN  ACCORD  WITH  STATEVJIDE  HEALTH 
GOALS,  AS  SET  FORTH,  FOR  EXAMPLE,  BY 
THE  MASSACHUSETTS  HEALTH  GOALS  FORUM,  AND 
THEIR  OWN  LEGAL  MANDATES. 


STATE  POLICY  ON 
THE  SETTING  OF  THE  HEALTH  GOALS  STATEMENT 

This  health  goals  statement  for  the  Commonwealth 
should  be  based  on  generally  available,  reliable  and  com- 
prehensive information  about  the  current  health  status  of 
the  population.   These  goals  should  be  concerned  primarily 
with  ends  -  i.e.  specific,  definable  improvement  in  the 
health  status  of  individuals,  or  of  the  population  generally. 

Whenever  possible,  it  should  reflect  understanding  of 
the  current  and  foreseeable  costs  of  achieving  various 
improvements;  it  should  realistically  take  into  account  the 
current  and  (reasonably)  attainable  capacities  of  the  health 
care  system;  and  when  it  implies  investment,  insofar  as 
possible,  this  statement  of  goals  should  reflect  a  realistic 
assessment  of  the  available  financial  resources. 


12 


OBJECTIVE  II:   A  COMPREHENSIVE  ASSESSMENT  OF  THE  CURRENT 
STATE  OF  HEALTH  OF  MASSACHUSETTS'  CITIZENS  FROM  WHICH 
TO  ESTABLISH  STATEWIDE  HEALTH  GOALS,  AND  TO  MONITOR 
PROGRESS  TOWARD  THEIR  ACHIEVEMENT. 


Discussion 

As  suggested  in  the  statement  of  policy  on  the  setting 
of  health  goals,  agreement  about  where  we  are,  or  ought  to 
be  going,  should  be  based  on  shared  knowledge  and  under- 
standing of  where  we  are  now. 

Such  knowledge  and  understanding  are  currently  quite 
limited  by: 

-  lack  of  agreement  about  what  it  is  that  we 
need  or  want  to  know.  One  of  the  major  points 
stressed  in  the  report  of  the  Comprehensive 
Health  Planning  ad  hoc  task  force  on  Health 
Information  Systems  is  the  confusion  and 
relative  uselessness  of  current  health  data 

in  the  absence  of  precise  questions  about 
health  conditions. 

-  the  incompatibility  and  relative  inaccessi- 
bility of  health  statistics  which  are 
regularly  compiled  by  government  agencies. 

-  the  apparent  inadequacy  of  available  data 
sources  for  purposes  of  sophisticated 
analysis,  prediction  and  planning. 

The  problem  for  the  Commonwealth,  therefore,  is  to 
move  from  the  current  state  of  affairs  vis  ^  vis  health 
information,  toward  the  objective  stated  above.  One  way 
of  moving  toward  the  objective  stated  above  is  through 
the  development  of  a  set  of  relevant  health  "indicators." 

The  term  "indicators",  as  used  here,  refers  to  a 
variety  of  forms  of  statistical  and  other  types  of  evidence 
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that  provide  a  basis  for  assessing  where  we  stand  and 
where  we  are  going  with  respect  to  our  values  and  health 
goals. 

The  attempt  to  develop  health  "indicators"  is  in 
reality  an  attanpt  to  understand,  at  least  broadly,  what 
makes  a  population  healthy  or  unhealthy.   This  is  a  long- 
range  project  and  probably  one  which  must  be  undertaken 
at  the  national  level.   It  will  involve  a  number  of 
technical  problems,  which  it  would  not  be  appropriate  to 
discuss  here.   However,  some  comments  about  broad  overall 
strategy  might  be  in  order; 

One  possibility  often  mentioned  is  the  development 
of  indicators  based  on  a  comprehensive  health  information 
system  which  organizes  large  amounts  of  data  from  various 
elements  of  the  health  care  system.   (In  order  to  achieve 
the  sub-objective,  this  alternative  would  allow  for 
extrapolation  from  system  users  to  the  entire  population. ) 
While  this  approach  might  well  be  justified  for  other 
reasons,  purely  from  the  point  of  view  of  health  status 
indicators  it  might  well  represent  an  overinvestment  in 
data  which  would  be  irrelevant  for  the  purpose  considered 
here. 

A  more  efficient  approach,  at  least  for  the  short 
term,  would  be  the  use  of  existing  or  readily  achievable 
sources  of  data,  where  these  can  be  established  as  in  fact 
indicative  of  the  health  status  of  the  general  population. 
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Some  of  the  more  obvious  in  this  regard  are: 

1.  morbidity,  mortality,  natality  and  prematurity 
statistics 

2.  local  health  department  data 

3.  environmental  data  of  state  government 

4.  health  care  facilities  utilization  data 

5.  public  health  care  program  data  (Public  Health, 
Mental  Health,  Mental  Retardation,  etc.) 

6.  socio-economic  data 

In  any  case,  there  will  be  technical  and  conceptual 
problems  inherent  in  attempting  to  establish  a  set  of  health 
care  indicators,  and  there  is  at  present  no  agency  or  group 
of  agencies  or  organizations  in  the  Commonwealth  which 
currently  has  both  ready  access  to  necessary  data,  and  the 
mandate  and  capacity  to  organize  and  analyze  it  for  the 
purpose  outlined  here. 

In  the  absence  of  regular,  reliable  statistical 
indicators  of  the  health  of  the  population,  it  would  seem 
useful  to  develop  some  periodic  comprehensive  information 
about  health  status.  One  likely  method  of  achieving  such 
information  is  a  survey,  which  would  determine  answers  to 
questions  such  as: 

1.  what  percent  of  the  population,  by  age  and 
socio-economic  group,  is  currently:   healthy; 
temporarily  unhealthy;  or  chronically 
unhealthy? 

2.  for  the  non-healthy,  what  are  the  major  causes 
of  debility,  what  treatment  is  being  undergone, 
and  in  what  degree  is  this  treatment  apparently 
successful? 
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3.   for  the  healthy  and  the  non-healthy,  what  pre- 
ventive measures  have  been  undertaken,  and 
what  relevant  personal  factors  have  been  at 
work:   e.g.  iinmunization,  physician  visits,  diet, 
hygiene,  health  care  attitudes,  and  personal 
health  history,  financial  arrangements  for 
payment,  economic  condition,  etc? 

A  number  of  different  methods  have  been  suggested,  by 

the  Comprehensive  Health  Planning  ad  hoc  task  forces,  as  well 

as  by  others.   Those  methods  which  seem  potentially  most 

fruitful  are  here  set  forth  as  sub-objectives. 

SUBOBJECTIVE  2.1;   DEVELOPMENT  OF  A  SET 
OF  INDICATORS  COMPOSED  OF  REGULARLY 
AVAILABLE,  ACCURATE  AND  RELIABLE  DATA, 
WHICH  WILL  PROVIDE  AT  ANY  POINT  IN 
TIME  A  REASONABLY  ACCURATE  READING  ON 
THE  STATE  OF  HEALTH  OF  THE  POPULATION, 
AND  PERMIT  THE  FORMULATION  OF  APPROPRIATE 
QUESTIONS  FOR  WHICH  ANSWERS  CAN  BE 
OBTAINED  REGARDING  THE  STATE  OF  HEALTH 
OF  THE  POPULATION  AND  THE  PERFORMANCE 
OF  THE  MEDICAL  CARE  SYSTEM. 

SUBOBJECTIVE  2.2;  THE  IMPLEMENTATION 
OF  A  HEALTH  STATUS  SURVEY,  AT  REGULAR 
INTERVALS,  TO  PROVIDE  DATA  WITH  WHICH 
TO  MEASURE  PROGRESS  BETWEEN  INTERVALS. 

STATE  POLICY  ON  HEALTH  STATUS  INFORMATION 

For  the  immediate  future,  the  Commonwealth  of  Massa- 
chusetts will  encourage,  but  not  actively  engage  in,  the 
development  of  health  status  indicators.   It  will  attempt  to 
make  available  state  data  when  appropriate  to  researchers  who 
are  actively  engaged  in  an  attempt  to  develop  predictive  models 
of  health  status. 
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Furthermore,  an  attempt  will  be  made  to  insure  that 
equivalent  health  status  surveys  are  carried  out  during  the 
coming  year  in  each  of  the  Commonwealth's  seven  substate 
regions.  Where  possible,  this  activity  will  be  the  responsi- 
bility of  the  areawide  comprehensive  health  planning  councils 
and  in  coordination  with  agencies  having  data  componeiios. 
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STATEWIDE  SPECIAL  OBJECTIVES:   PROGRAMS 
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OBJECTIVE  III:   AN  INCREASE  IN  THE  EFFECTIVENESS  OF  EXISTING 
PROGRAMS  IN  THE  FOLLOWING  AREAS: 

1)  ENVIRONMENT 

2)  DISEASE  PREVENTION 

3)  SERVICES    TO    "HIGH-RISK"    POPULATIONS 


Discussion 

As  noted  above,  in  lieu  of  a  formal  statement  of  health 
goals  for  the  Commonwealth  as  a  whole,  the  objectives  set 
forth  in  this  plan  are  derived  from  a  number  of  different 
sources:   statanents  by  national  advisory  commissions, 
national  and  state  legislation,  articulated  concerns  of 
health  care  professionals  and  academicians,  and  not  least 
from  the  deliberations  and  discussions  of  the  Massachusetts 
Comprehensive  Health  Planning  Advisory  Council  and  its  ad 
hoc  task  forces. 

A  collation  of  these  sources  has  produced  the  set  of 
priorities,  or  concerns,  set  forth  here  as  objectives.   They 
might  be  categorized  generally  as  having  to  do  with  effective- 
ness, efficiency,  comprehensiveness  and  continuity. 

Effectiveness  has  been  stressed  in  the  three  areas  of 
environmental  health,  prevention,  and  service  to  'high-risk" 
populations  because  these  are  areas  in  which  results  of  pro- 
grams have  not  been  particularly  impressive  in  the  past,  or 
where  the  eventual  payoff  in  terms  of  overall  health,  from 
a  relatively  small  initial  investment,  seems  likely  to  be 
great . 
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It  should  be  noted  that  work  is  already  underway  toward 
the  accomplishment  of  some  of  these  sub-objectives;  e.g. 
the  Public  Health  Department  has  Federal  funds  to  perform  a 
nutrition  survey;  its  Food  and  Drug  Division  is  revising 
meat  inspection  and  control  laws;  and  its  Environmental 
Sanitation  Division  has  received  Federal  funds  to  research 
sewage  disposal  problems. 

SUBOBJECTIVE  3.1;   ENVIRONMENTAL  HEALTH 

a)  AN  ASSESSMENT  OF  THE  NUTRITIONAL  STATUS 
OF  THE  POPULATION  OF  THE  COMMONWEALTH, 
WITH  PARTICULAR  ATTENTION  TO  PRE-SCHOOL 
CHILDREN,  THE  AGED  LIVING  ALONE  AND/OR 
ON  VERY  LOW  INCOMES,  AND  ALCOHOLICS. 

b)  THE  ACCEPTANCE  BY  THE  COMMONWEALTH  OF 
FEDERAL  STANDARDS  FOR  FOOD  PROCESSING 
FOR  ALL  Tlffi>ES  OF  FOOD  WHERE  SUCH 
STANDARDS  REPRESENT  AN  IMPROVEMENT 
OVER  THOSE  EMPLOYED  BY  THE  COMMONWEALTH. 

c)  THE  ESTABLISHMENT  AND  PUBLICATION  OF 
TARGET  LEVELS  OF  INCREASED  EFFECTIVE- 
NESS FOR  SEWAGE  TREATMENT  FACILITIES 
THROUGHOUT  THE  COMMONWEALTH,  FOR  THE 
YEAR  1970-1971. 

SUBOBJECTIVE  3.2;   PREVENTION 

a)   ESTABLISHMENT  OF  PROGRAM  GOALS  FOR  FY71 
IN  TERMS  OF  EFFECTIVENESS  CRITERIA. 
THESE  CRITERIA  SHOULD  INCORPORATE,  AT 
LEAST,  CONSIDERATIONS  OF  LIFE  PROLONGA- 
TION AND  THE  ALLEVIATION  OF  PAIN  AND 
SUFFERING  RELATED  TO  PHYSICAL  AND 
MENTAL  DISABILITIES. 
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b)   AN  ANALYSIS  OF  THE  COSTS  AND  IMPACT 
OF  VARIOUS  TYPES  OF  PUBLIC  EDUCATION 
PROGRAMS  AND  MEDIA  IN  CHANGING  PERSONAL 
HEALTH  HABITS  RELATED  TO  SUCH  DISEASES 
AS  LUNG  CANCER,  HEART  DISEASE,  HYPER- 
TENSION, ETC.,  e.g.  THE  EFFECTIVENESS 
OF  SHORT  TELEVISION  COMMERCIALS. 

C)   AN  ANALYSIS  OF  THE  CHANGING  REQUIRE- 
MENTS FOR  IMMUNIZATION  PROGRAMS. 


SUBOBJECTIVE  3.3;   PROGRAMS  FOR  "HIGH-RISK" 
POPULATIONS. 

INSTITUTION   OF  CONTINUAL  ANALYSIS  OF  THE 
MEDICAID  PROGRAM,  TO  DETERMINE  THE  EFFECT 
OF  THE  PROGRAM  IN  REDUCING  PREVALENCE  AND 
EVIDENCE  OF  DISEASE  AND  DISABILITY  AMONG 
LOW-INCOME  POPULATION. 

THIS  ANALYSIS  SHOULD  ATTEMPT  TO  DETERMINE 
THE  IMPACT  OF  NEWLY- AVAILABLE  FINANCING  ON 
LIMITED  HEALTH  CARE  RESOURCES,  AND  SHOULD 
CONSIDER  THE  QUALITY  OF  CARE  PROVIDED  AS 
ONE  OF  THE  RELEVANT  CRITERIA  FOR  MEASURING 
THIS  IMPACT,  RELATIVE  TO  POPULATIONS  SERVED 
BY  SPECIAL  POVERTY  GROUP  PROJECTS,  e.g. 
MODEL  CITIES. 


STATE  POLICY  ON  THE  EFFECTIVENESS  OF  HEALTH  CARE  PROGRAMS 

Institutions  and  individual  health  care  providers,  as 
well  as  government  agencies,  should  attempt  to  articulate 
objectives  precisely  and  concretely,  and  plan  to  measure 
their  success  at  achieving  these  objectives  at  periodic 
intervals.   Such  objectives,  whenever  possible,  should  be 
stated  in  terms  of  the  desired  effects  on  individuals  of 
various  activities,  rather  than  in  terms  such  as  "number  of 
clients  served,"  or  "number  of  bed-days  available." 
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OBJECTIVE  IV:   AN  INCREASE  IN  THE  EFFICIENCY  OF  EXISTING 
PROGRAMS  IN  THE  FOLLOWING  AREAS: 

1)  TREATMENT  OF  THE  CHRONICALLY  ILL  AND  AGED 

2)  DENTAL  TREATMENT 

3)  PROVISION  OF  PHYSICIAN  SERVICES 

4)  MEDICAID  AND  MEDICARE 


Discussion 

The  concept  of  efficiency  has  been  stressed  for  those 
areas  because  of  the  general  perception  that  resources 
which  are  now  expended  on  programs  are  particularly  scarce, 
and  that  increased  future  requirements  for  these  types  of 
service  will  put  unacceptable  strains  on  resources  unless 
more  efficient  use  is  made  of  manpower,  facilities,  and  funds. 


SUBOBJECTIVE  4.1:   TREATMENT  OF  THE 
CHRONICALLY  ILL  AND  THE  AGED. 

a)  A  STATEMENT  OF  POLICY  BY  THE  STATE 
DEPARTMENTS  OF  PUBLIC  HEALTH  AND 
MENTAL  HEALTH,  DEALING  WITH  PLANS 
FOR  PUBLIC  INSTITUTIONS  FOR  CARE  OF 
THE  CHRONICALLY  ILL,  BASED  ON  AN 
ANALYSIS  OF  CURRENT  AND  PROJECTED 
POPULATION  CONDITIONS,  AND  REFLECTING 
THE  EXISTENCE  OF  THE  MEDICAID  AND 
MEDICARE  PROGRAMS,  AND  THE  REGIONAL 
MEDICAL  PROGRAM 

b)  AN  ANALYSIS  OF  PRIVATELY  PROVIDED 
NURSING  HOME  CARE  IN  THE  COMMONWEALTH, 
INCLUDING  ASSESSMENT  OF  THE  RELATION- 
SHIP OF  SUCH  FACTORS  AS  SIZE  AND  TYPE 
OF  SERVICES  PROVIDED  TO  COSTS,  WITH 
QUALITY  OF  SERVICE  HELD  CONSTANT. 


SUBOBJECTIVE  4.2:   DENTAL  TREATMENT 

THE  DEVELOPMENT  BY  THE  STATE  DEPARTMENT 
OF  PUBLIC  HEALTH  OF  AT  LEAST  ONE  INEX- 
PENSIVE ALTERNATIVE  TO  CENTRAL  FLUORIDATION 
FOR  USE  IN  COMMUNITIES  WHERE  OBJECTIONS  TO 
CURRENT  METHODS  PREVENT  MASS  WATER  TREAT- 
MENT PROGRAMS. 
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SUBOBJECTIVE  4.3;   PROVISION  OF  PHYSICIAN 
SERVICES. 

THE  ESTABLISHMENT  OF  ADDITIONAL  SALARY- 
BASED  GROUP  PRACTICE  IN  MASSACHUSETTS 
DURING  THE  YEAR  1970,  IF  POSSIBLE  INCOR- 
PORATING EVALUATION  PROCEDURES  WHICH  WILL 
PROVIDE  INFORMATION  USEFUL  TO  FURTHER 
DEVELOPMENT  OF  GROUP  PRACTICE  IN  THE 
C0MM01>IWEALTH. 


SUBOBJECTIVE  4.4;   MEDICAID  AND  MEDICARE. 

a)  IMPLEMENTATION  OF  ELECTRONIC  DATA 
PROCESSING  IN  THE  STATE  DEPARTMENT 
OF  PUBLIC  WELFARE. 

b)  ESTABLISHMENT  OF  A  MEDICAL  CARE  COST 
MONITORING  UNIT  WITHIN  THE  STATE 
DEPARTMENT  OF  PUBLIC  WELFARE 


STATE  POLICY  ON  EFFICIENCY  OF  HEALTH  CARE  PROGRAMS 

Institutions  and  individual  providers  of  health  care  as 
well  as  government  agencies  should  seriously,  and  when 
possible,  analytically  consider  alternative  methods  for 
achieving  stated  objectives.   These  alternatives  should  be 
analyzed  in  terms  of  their  variable  effects  and  their  related 
costs. 
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OBJECTIVE  V:   THE  ATTAINMENT  OF  A  MORE  ADEQUATE  RANGE  OF 
AVAILABLE,  ACCESSIBLE  HEALTH  CARE  PROGRAMS  THROUGHOUT  THE 
COMMONWEALTH. 


Discussion 

The  introduction  of  the  term  "comprehensive"  into  the 
health  planning  vocabulary  is  at  least  partly  the  result  of 
a  general  concern  with  the  delivery  of  health  services  -  in 
particular,  the  types  of  services  available,  and  the  dis- 
tribution of  services,  or  programs,  over  specific  geographic 
areas . 

The  development  of  sophisticated  treatment  techniques 
has  led  in  certain  cases  to  a  neglect  of  preventive  programs. 
Specialization  has  sometimes  resulted  in  an  overemphasis  on 
technical  efficiency  at  the  expense  of  access.  Prevailing 
organizational  forms  have  frequently  produced  uneven  dis- 
tribution of  services. 

It  is  particularly  in  reference  to  comprehensiveness  in 
the  design  of  a  "comprehensive  health  care  system,"  that  the 
need  for  consensus  on  goals,  and  information  about  current 
status  and  progress,  discussed  above,  is  strongest.   In 
fact,  all  of  the  objectives  in  this  plan  address  themselves 
more  or  less  to  the  problem  of  comprehensiveness.   This  is 
especially  true  of  the  extensive  objectives  set  forth  for 
the  development  of  areawide  comprehensive  health  planning. 

The  particular  sub-objectives  set  forth  below  are  singled 
out  for  attention  here  only  because  they  are  suggestive  of 
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directions  in  which  the  search  for  new  approaches  to 
comprehensiveness  might  proceed. 

SUBOBJECTIVE  5.1;   THE  ESTABLISHMENT  OF 
CHILDREN'S  HEALTH  CARE  PROGRAMS  IN  ALL 
PUBLICLY  SUPPORTED  DAY  CARE  CENTERS  AND 
OTHER  PUBLICLY  SUPPORTED  CHILD -ORIENTED 
PROGRAMS  THROUGHOUT  THE  COMMONWEALTH. 

SUBOBJECTIVE  5.2;   IMMEDIATE  EXPERIMEN- 
TATION IN  NEW  WAYS  OF  BRINGING  REGULAR 
FAMILY  MEDICAL  CARE  BOTH  TO  OUTLYING 
RURAL  AREAS  WHERE  DISTRIBUTION  OF  PHYSI- 
CIANS IS  SPARSE,  AND  TO  COMPACT  LOW-INCOME 
URBAN  AREAS,  e.g.,  THE  DEVELOPMENT  OF  A 
PROTOT'iS'E  MOBILE  PHYSICIAN  CENTER. 

SUBOBJECTIVE  5.3;   EXPLORATION  OF  A  24- 
HOUR  SERVICE  WHICH  COULD  BE  MADE  AVAILABLE 
THROUGHOUT  THE  COMMONWEALTH,  PROVIDING 
IMMEDIATE,  TOLL-FREE  TELEPHONE  INFORMATION 
TO  PERSONS  IN  NEED  OF  HELP  IN  HEALTH 
EMERGENCIES. 

STATE  POLICY  ON 
DEVELOPMENT  OF  A  COMPREHENSIVE  HEALTH  CARE  SYSTEM 

Institutions  and  individual  providers,  as  well  as 
government  agencies,  considering  expansion  of  programs  and/or 
introduction  of  new  ones  should  attempt  to  focus  their 
efforts  in  geographic  and  substantive  areas  of  particular 
need.   They  should  be  careful  to  coordinate  their  planning 
with  planning  efforts  being  carried  out  by  other  elements 
of  the  health  care  systeitv  and  by  special  groups  such  as  the 
Model  Cities  program,  the  701  agency,  the  Regional  Medical 
Program,  Hill-Burton,  and  particularly,  the  areawide 
planning  councils  in  their  regions. 
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OBJECTIVE  VI:   THE  DEVELOPMENT  OF  RELIABLE  DATA  ON 
CONTINUITY,  OR  DISCONTINUITY,  OF  HEALTH  CARE  IN  MASSA- 
CHUSETTS . 


Discussion 

"Continuity  of  care"  has  been  cited  as  a  major  problem 
of  our  current  health  care  system.   There  is  a  feeling 
prevalent  among  members  of  the  health  care  professions, 
hospital  administrators,  academicians  and  individual 
citizens  that  health  care  consumers  too  often  "fall  out  of 
the  system, "  and  fail  to  pursue  a  course  of  treatment,  care, 
or  rehabilitation  appropriate  to  their  needs. 

A  number  of  recommendations  have  been  made  as  to  proper 
solutions  to  the  problem  of  "continuity  of  care,"  but  there 
seems  to  be  little  documentation  of  the  precise  nature  and 
extent  of  the  problem,  at  least  with  particular  reference 
to  Massachusetts.   It  is  important,  therefore,  to  attempt 
to  obtain  better  information  in  this  area  before  alternative 
programs  are  considered. 


SUBOBJECTIVE  6.1;   THE  PRECISE  ARTICULATION 
OF  V>rHAT  ARE  CONSIDERED  TO  BE  SATISFACTORILY 
"CONTINUOUS"  PATTERNS  OF  CARE  WITHIN  AND 
AMONG  VARIOUS  ELEMENTS  OF  THE  HEALTH  CARE 
SYSTEM:   DIAGNOSTIC  AND  DETECTION  PROGRAMS 
AND  SERVICES;  HOME  HEALTH  CARE  PROGRAMS; 
ACUTE  TREATMENT  AND  CHRONIC  CARE  PROGRAMS 
AND  SERVICES;  EXTENDED  CARE  SERVICES;  AFTER 
CARE  PROGRAMS;  REHABILITATION  PROGRAMS; 
AND  SO  ON. 
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SUBQBJECTIVE  6.2;   ASSESSMENT  OF  HOW  OFTEN 
AND  HOW  SERIOUSLY  HEALTH  CARE  PATTERNS 
DEVIATE  FROM  THIS  NORM  THROUGHOUT  MASSACHU- 
SETTS. 


STATE  POLICY  ON  CONTINUITY  OF  CARE 

Institutions  and  individual  providers  should  be  aware 
of  problems  of  continuity  of  care  and  "continuity  of  concern" 
within  their  own  programs,  and  should  be  given  incentives 
by  government  and  by  insurers  to  improve  performance  where 
improvement  is  needed. 
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STATEWIDE  SPECIAL  OBJECTIVES:   ADMINISTRATION 
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OBJECTIVE  VII:   A  COMMONWEALTH-WIDE  SET  OF  HEALTH  CARE 
Flt^IANCING  ARRANGEMENTS  WHICH: 

1)  PROVIDES  INSURANCE,  AT  A  REASONABLE  COST,  AGAINST 
RISK  OF  MAJOR  HEALTH  CARE  EXPENSES  FOR  ALL  IVHO 
t^EED  AND  WANT  SUCH  INSURANCE; 

2)  PROVIDES,  ACROSS  THE  STATE,  A  REASONABLE  NUMBER 

OF  ALTERNATIVE  METHODS  OF  FINANCING  ROUTINE  HEALTH 
CARE,  INCLUDING  PREPAYMENT  AS  WELL  AS  FEE-FOR- 
SERVICE  AND  GOVERNMENT  PROGRAMS; 

3)  INCORPORATES  INCENTIVES  FOR  EFFICIENCY  AND  ECONOMY 
IN  HEALTH  CARE  DELIVERY  AIO  ADMINISTRATION. 


Discussion 

It  is  obvious  that  one  of  the  chief  health  care  concerns 
of  the  American  public  during  recent  years  has  been  the  rise 
in  health  care  costs,  and  how  to  pay  them.   In  1967,  the 
most  recent  year  for  which  data  are  available,  80%  of  the 
Massachusetts  population  under  age  65  had  some  form  of 
regular  medical  insurance,  almost  90%  were  covered  by  hos- 
pital and/or  surgical  insurance,  but  only  about  28%  held 
major  medical  policies.   According  to  the  U.S.  Social  Security 
Administration,  only  about  50%  of  all  personal  health  expen- 
ditures in  the  United  States  are  covered  by  third  party 
payments  of  all  kinds*.   This  is  a  general  observation  based 
on  national  data,  but  it  is  indicative  of  conditions  which 
are  likely  to  obtain  in  Massachusetts. 

Because  health  care  is  provided  within  a  system  in 


*  See  "Health  Insurance  Statistics,"  HI9,  Dec.  19,  1968. 
U.S.  Department  of  Health,  Education  and  Welfare. 
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which  consumer  choices  are  severely  limited,  it  has  been 
generally  considered  that  "free  market"  notions  of  the 
economics  and  financing  of  health  care  are  inadequate,  and 
that  the  widest  possible  applications  of  insurance  and  other 
payment-regulating  mechanisms  are  desirable. 

In  order  to  achieve  the  financing  objective  outlined 
above,  the  following  steps  should  be  taken: 

SUBOBJECTIVE  7.1;   SUBMISSION  TO  THE  GOVERNOR 
OF  THE  COMMONWEALTH  (THROUGH  THE  OFFICE  OF 
THE  SPECIAL  COUNSEL  FOR  HEALTH  AFFAIRS)  A 
REPORT  BY  EACH  HEALTH  INSURANCE  CARRIER 
OPERATIl^  IN  MASSACHUSETTS  PRESENTII«3  IN 
DETAIL: 

a)  THE  NUMBER  OF  INDIVIDUALS  COVERED,  BY 
AGE,  SEX,  AND  FAt-lILY  STATUS 

b)  TYPE  AND  EXTENT  OF  COVERAGE  PROVIDED 

C)  A  DESCRIPTION  OF  THE  NUMBER  AND  TYPE  OF 
CLAIMS  PRESENPED  AND  CLAIMS  PAID  FOR  AT 
LEAST  TWO  RECENT  YEARS. 

SUBOBJECTIVE  7.2;   ESTABLISffl/iENT  OF  AT  LEAST 
TWO  PREPAID  HEALTH  CARE  PROGRAi^lS  WITHIN  THE 
COMMOl^VEALTH  DURING  THE  NEXT  TV^O  YEARS,  THESE 
PROGRAI^IS  TO  INCLUDE  DOCUMENTATION,  ANALYSIS 
AND  EVALUATION  OF  VARIABLE  COSTS  AND  BENEFITS 
PROVIDED  IN  SUCH  A  WAY  AS  TO  BE  USEFUL  TO 
OTHER  PRIVATE  OR  PUBLIC  GROUPS  CONCERNED  WITH 
DEVELOP IvffiNT  OF,  OR  INVESTMENT  IN,  PREPAYMENT 
PROGRAMS. 

SUBOBJECTIVE  7.3;   SUBMISSION  TO  THE  GOVERNOR 
OF  THE  COMMONWEALTH,  THROUGH  THE  OFFICE  OF  THE 
SPECIAL  COUNSEL  FOR  HEALTH  AFFAIRS,  A  REPORT 
BY  MASSACHUSETTS  BLUE-CROSS/BLUE-SHIELD  ON 
POSSIBLE  APPLICATIONS  OF  THE  "WORK  STANDARD" 
APPROACH  OF  INSURANCE  PAYMENT  WITHIN  THE 
COMMONWEALTH. 
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OBJECTIVE  VIII:  AN   U>DERSTAls[DING  OF  WHAT  DETERMINES  THE 
CUx^RENT  COSTS  OF  HEALTH  CARE  IN  THE  COMMOiWEALTH,  IN  ORDER 
TO  ALLOW  CLIENTS,  PROVIDERS  AND  GOVERNlyiEKIT  TO  DO  A  BETTER 
JOB  OF  ESTABLISHING  PxRIORITIES  AND  ANALYZING  PROGRAMS,  IN 
THE  DEVELOPMENT  OF  MORE  EFFECTIVE  AND  MORE  EFFICIENT  TECH- 
NIQUES OF  HEALTH  CARE. 


Discussion 

No  one  would  argue  about  whether  the  costs  of  health 
care  today  are  high.   The  real  question  is  whether  health 
care  costs  are  higher  than  they  should  be,  given  the  quality 
and  quantity  of  care  provided  and  the  resources  available. 
This  question,  presently,  can  be  answered  only  by  intuition. 
Although  a  great  deal  of  data  and  some  analyses  exist  relating 
to  the  internal  operations  of  large  general  hospitals  in  the 
Commonwealth,  there  is  little  information  available  on  the 
overall  costs  to  the  society  of  specific  health  care  problems, 
and  the  related  effects  of  these  expenditures.   Costs  here 
are  understood  to  mean  costs  to  the  individual  and  society 
in  pain,  suffering  and  loss  of  productivity,  as  well  as 
drains  on  substantive  and  fiscal  resources. 

SUBOBJECTIVE  8.1;   AN  ANALYSIS  OF  ONE  OR  TWO 
OF  THE  MORE  APPARENT  MAJOR  HEALTH  CARE  PROBLEMS 
IN  THE  COMiMOlWEALTH,  INCLUDING  CURRENT  Al©  PRO- 
JECTED INCIDENCE  AND  PREVALENCE;  TREATMENT 
TECHNIQUES  AND  RELATED  COSTS;  EOTENTIAL  OF 
INVESTMENT  FOR  THE  IMPROVEMENT  OF  EITHER 
EFFICIENCY  OR  EFFECTIVENESS  OF  TREATMENT; 
ALTERNATIVES,  INCLUDING  PREVENTIVE  APPROACHES; 
AND  POLICY  IMPLICATIONS. 
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SUBQBJECTIVE  8.2;   PUBLICATION  REGULARLY  BY 
THE  RATE  SETTING  COMMISSION  OF  STATISTICAL 
REPORTS  ON  THE  COST-INCOME  RATIOS  OF  HOSPITALS, 
NURSING  HOMES,  AND  EXTENDED  CARE  FACILITIES 
THROUGHOUT  THE  COMMONWEALTH. 


SUBOBJECTIVE  8.3;   PUBLICATION  REGULARLY  BY 
THE  STATE  DEPARTMENT  OF  PUBLIC  WELFARE,  OF 
STATISTICAL  REPORTS  DETAILING  THE  CHARGES  OF 
THOSE  PROCEDURES  WHICH  MAKE  UP  THE  GREATEST 
PROPORTION  OF  EXPENDITURES  BY  THE  TITLE  XVIII 
AND  TITLE  XIX  PROGRAMS.   THESE  REPORTS  SHOULD 
OFFER  BREAKDOWNS  BY  SUBSTATE  REGION,  PLANNING 
AREA  AND  BY  HEALTH  PROBLEM  CATEGORY. 


SUBOBJECTIVE  8.4;   PUBLICATION  BY  THE  STATE 
DEPARTMENTS  OF  PUBLIC  HEALTH  AND  MENTAL 
HEALTH  SEMI-ANNUALLY  IN  ROTATION  BENEFIT- 
COST  ANALYSIS  FOR  EACH  MAJOR  SUB-DIVISION 
OF  THEIR  PROGRAMS.   THESE  ANALYSES  SHOULD 
PRESENT  DATA  RELATING  THE  ACHIEVEMENT  OF 
SPECIFIC  EFFECTS  (E.G.,  INCIDENCE  OF 
DISEASE  DECREASED  BY  X  OR  Y%;  LEVEL  OF 
POLLUTION  DECREASED  BY  X  OR  Y'Aj    NUMBER  OF 
STANDARDS  VIOLATIONS  DECREASED,  ETC. )  TO 
COSTS  OF  ACHIEVING  THESE  EFFECTS. 


SUBOBJECTIVE  8.5;   THE  PUBLICATION  BY  LOCAL 
HEALTH  DEPARTMENTS  OF  ANNUAL  BENEFIT-COST 
ANALYSES  OF  THEIR  MAJOR  PROGRAMS. 
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OBJECTIVE  IX:   THE  RATIONALIZATION  OF  THOSE  STATE  OPERATED 
PROGRAMS  EITHER  DIRECTLY  PR0VIDII\K3,  OR  FINANCING  THE 
PROVISION  OF,  HEALTH  CARE,  IN  ORDER  TO: 

a)  PROVIDE  A  COMMON  DATA  BASE  FOR  PLANNING  AND 
EVALUATION 

b)  ENSURE  SYSTEMATIC  ANALYSIS  OF  EFFECTS  AND  COSTS 

c)  ENCOURAGE  THE  SEARCH  FOR  BETTER  ALTERNATIVES 
FOR  ALL  PROGRAMS. 


Discussion 

During  the  course  of  the  past  three  or  four  years, 
health  care  programs  have  come  to  absorb  a  preponderant 
share  of  the  state's  resources,  as  represented  by  the 
budget  of  the  Commonwealth.  Approximately  half  of  the  funds 
expended  by  the  Commonwealth  of  Massachusetts  in  the  current 
fiscal  year  are  going  into  the  Medicaid  program;  and  addi- 
tional substantial  portions  of  the  state  budget  are  expended 
by  the  Departments  of  Mental  Health  and  Public  Health. 

These  facts  lead  to  the  conclusion  that  the  current 
program  to  modernize  state  government  should  have  primary 
impact  in  the  area  of  health  care.   The  purposes  designated 
for  the  modernization  program  have  therefore  been  set 
forth  here  as  sub-objectives. 

SUBOBJECTIVE  9.1:   ASSURANCE  OF  PROTECTION 
OF  THE  PUBLIC  INTEREST. 

SUBOBJECTIVE  9.2;   ESTABLISHMENT  OF  WORKABLE 
EXECUTIVE  CONTROL. 
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SUBQBJECTIVE  9.3;   IMPROVEKiENT  OF  THE 
SERVICES  REi©ERED  TO  THE  PUBLIC. 


SUBOBJECTIVE  9.4;   If^ROVEMENT  IN 
EFFICIENCY  OF  ADMINISTRATION. 


SUBOBJECTIVE  9.5:   ASSURANCE  OF  EFFEC- 
TIVE ADMINISTRATORS  AND  OF  THEIR  ABILITY 
TO  ADI4INISTER. 


STATE  POLICY  ON 
THE  ADMINISTRATION  OF  HEALTH  CARE 

With  increased  involvement  in  health  care,  the  state 
must  exercise  increased  responsibility  for  and  interest  in 
the  administration  of  health  care  programs  generally.   This 
responsibility  and  interest  should  result  in  an  application 
of  standards  and  incentives  in  the  areas  of  costs,  financing 
and  management,  as  well  as  in  the  traditional  areas  of 
construction,  maintenance,  services  and  environmental 
hazards . 

Concurrently,  state  government  should  become  a  good  deal 
more  effective  in  regulating  and  setting  standards  for  its 
own  programs. 
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STATEWIDE  SPECIAL  OBJECTIVES:   RESOURCES 
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OBJECTIVE  X:   A  SET  OF  PLANS  FOR  MODERNIZATION  AND 
CONSTRUCTION  OF  HEALTH  FACILITIES  FOR  THE  COMdONtvEALTH 
WHICH  REFLECTS  THE  FOLLOWING:   1)  THAT  ALL  FACILITIES 
ARE  ELEMENTS  IN  A  DEFII>IED  HEALTH  CARE  DELIVERY  SYSTEM 
WHICH  INCLUDES  ll^lVlDUjiOjS ,    EQUIPMEITI  AND  FINANCIAL 
RESOURCES  AS  WELL  AS  FACILITIES;  A1<1D  2)  THAT  ANY  SINGLE 
FACILITY  RELATES  IN  ITS  OPERATIONS  TO  OTHER  FACILITIES 
IN  THE  SYSTEM,  AS  V/ELL  AS  TO  OTHER  ELEMENTS,  IN  CONCRETE 
AND  MEASURABLE  WAYS. 


Discussion 

A  major  finding  of  the  Comprehensive  Health  Planning  ad 
hoc  Task  Force  on  Health  Care  Facilities  was  that  traditional 
mechanisms  for  facilities  development  and  expansion  have 
contributed  to  an  unfortunate  operational  detachment  of 
major  health  facilities  from  each  other  and  from  coordinated 
health  care  delivery  planning.   The  latter  is  often  non- 
existent because  of  the  assumption  that  facilities  planning 
does  the  entire  job.   In  an  attempt  to  overcome  this  failing, 
the  task  force  viewed  facilities  as  units  within  which 
various  'mixes'  of  resources  are  organized  to  provide  needed 
services.   The  traditional  concept  of  health  facilities  as 
independent  entities  with  little  regard  for  community  needs 
or  the  nature  of  services  offered  by  neighboring  institutions 
is  an  anachronism  when  commitment  to  comprehensive  health 
care  permeates  the  health  field.   A  facility  is  viewed  not  as 
an  end  in  itself,  but  as  a  unit  in  a  larger  territorially 
based  system  through  which  resources  might  be  concerted  and 
organized  for  the  delivery  of  a  wide  range  of  health  services. 
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SUBOBJECTIVE  10.1:   PROVISION  THAT  ALL  STATE 
CAPITAL  OUTLAY  PROJECTS  FOR  HEALTH  CARE 
FACILITIES  BE  REVIEWED  BY  THE  INITIATING 
AGENCY,  AND  FINALLY  BY  THE  OFFICE  OF  PLANNING 
AND  PROGRAM  COORDINATION,  FOR  ADHERENCE  TO 
THE  STATE  POLICY  ON  FACILITIES  PLAINING. 


SUBOBJECTIVE  10.2:   CONFORMITY  OF  THE 
BUREAU  OF  PLANNING  AND  CONSTRUCTION  OF  THE 
PUBLIC  HEALTH  DEPARTMENT'S  PROCEDURES  WITH 
THE  STATE  POLICY  ON  FACILITIES  PLANNING. 


SUBOBJECTIVE  10.3:   DEVELOPMENT  OF  GUIDE- 
LINES, BY  STATE  AGENCIES  MANDATED  TO 
LICENSE  HOSPITAL  FACILITIES,  TO  INCORPORATE 
STATE  POLICY  ON  FACILITIES  PLANNING  INTO 
LICENSING  AND  STANDARD-SETTING  PROCEDURES, 
WITH  REFERENCE  TO  NURSING  HOMES  AND  EXTENDED 
CARE  FACILITIES  AS  WELL  AS  HOSPITALS. 


STATE  POLICY  ON  HEALTH  CARE  FACILITIES 

All  plans  for  the  construction,  modernization,  or 
expansion  of  health  care  facilities  should  be  reviewed  and 
evaluated  in  relation  to  the  existing  and  projected  health 
needs  of  the  populations  to  be  served.  Priority  should  be 
given  to:   (a)  plans  which  incorporate  innovative,  cost- 
conscious  approaches  and  solutions  to  known  and  anticipated 
health  services  delivery  problems,  and  (b)  plans  which  will 
improve  services  in  areas  where  health  resources  are  inade- 
quate, (c)  plans  which  show  some  capacity  for  increasing 
the  availability  of,  and  accessibility  to,  facilities  and 
personnel  by  the  populations  to  be  served,  and  (d)  plans 
for  high-risk  areas  where  health  resources  are  inadequate, 
e.g.  model  cities. 
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Investments  in  any  existing  facility  should  be 
reviewed  on  the  basis  of  the  expected  useful  life  of  that 
facility.   Whenever  possible,  investments  in  obsolete 
facilities  should  be  tied  to  plans  for  eliminating  or 
replacing  them. 

In  all  cases,  plans  for  facilities  should  demonstrate 
that  alternative  solutions  to  service  delivery  problems 
which  the  facility  is  meant  to  solve  have  been  considered 
and  that  the  plans  should  indicate  how  the  new  or  improved 
facility  or  service  is  to  fit  into  the  territorially-based 
system  of  which  it  is  a  part. 
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OBJECTIVE   XI:       A  HEALTH  JvlANPOWER  DEVELOPMENT  POLICY  FOR   THE 
C0MM0NV7EALTH  VVHICH: 

1)  REFLECTS    THE    ISIEEDS   FOR  ALL    TYPES   OF    HEALTH  MANPOWER, 
IN   BOTH  PUBLIC  AND   PRIVATE   SECTORS    OF    THE   HEALTH   CARE 
SYSTEM,    AND   FOR  ALL   FIELDS    OF   ACTIVITY  RELEVANT   TO 
HEALTH,     INCLUDING   PHYSICAL,    IffilTIAL   AND    EIWIRONMENTAL 
HEALTH; PREVEITTIVE,    REHABILITATIVE   AND    CURATIVE  PRO- 
GRAMS,   ETC. 

2)  HAS    THE    SUPPORT   OF 

a)  HEALTH  MAJ;iPO;fER   EDUCATORS    IN  THE    COMMOl^TEALTH 

b)  MAJOR   HEALTH   CARE  PROVIDERS,    PUBLIC   AND  PRIVATE 

c)  REPRESENTATIVES    OF    THE   HEALTH   CARE   PROFESSIONS 

d)  REPRESENTATIVES    OF    CONSUMER   ORGAl'TIZATIONS 

Discussion 

The  skills,  training  and  degree  of  specialization  which 
are  characteristic  of  the  health  care  professions  dictate  a 
careful  and  thorough  approach  to  the  health  manpower  problem, 
in  order  to  conserve  scarce  resources  and  to  make  effective 
use  of  this  most  essential,  most  expensive  element  in  the 
provision  of  health  services. 

A  critical  finding  of  the  Comprehensive  Health  Planning 
ad  hoc  Task  Force  on  Health  Manpower  was  that  "there  is  a 
growing  concensus  among  health  professionals  that  adding  more 
health  workers  to  the  present  health  system  will  not  ameliorate 
personnel  shortage.   Alternative  patterns  of  manpower  utiliza- 
tion and  technology  mixes  must  be  further  developed  and 
implemented." 

Because  the  health  care  syston  is  large,  decentralized 
and  in  most  cases  poorly  coordinated,  there  exists  currently 
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no  strong  incentive  to  focus  on  what  is  required  to  improve 
the  manpower  situation,  i.  e.,  basic  changes  in  organiza- 
tion and  training  patterns.   Thus  the  emphasis  here  is 
placed  on  the  production  of  a  Commonwealth-wide  policy 
which  can  serve  to  stimulate  broad-scale  discussion  of 
action. 

SUBOBJECTIVE  11.1:   EFFECTIVE  COORDINATION 
OF  ALL  STATE  HEALTH  MANPOWER  TRAINING  PRO- 
GRAMS, BASED  ON  ADHERENCE  TO  A  STATE  MAN- 
POWER DEVELOP ME  i^  POLICY. 

SUBOBJECTIVE  11.2:   PROVISION  OF  CAREFULLY 
CALCULATED  MANPOWER  REQUIREMENT  DATA  IN  ALL 
APPLICATIONS  FOR  FEDERAL  FUIOING  UNDER  P.L. 
89-749,  SECTIONS  314(d)  and  314(e)  AND  THE 
HILL-HARRIS  ACT. 

SUBOBJECTIVE  11.3:   INITIATION  OF  A  PERIODIC 
MASSACHUSETTS  MANPOWER  POLICY  CONFERENCE  TO 
DEVELOP  CONCENSUS  AROUND  MAJOR  ISSUES  OF 
I'lANPOW'ER  UTILIZATION  AND  TRAINING. 

STATE  POLICY  ON  HEALTH  MANPOWER 

The  manpower  development  policy  called  for  under  this 
objective  should  be  based  on  an  analysis  of  future  manpower 
needs  which  takes  into  account  not  only  current  and  projected 
manpower  utilization  patterns,  but  also  potentially  produc- 
tive changes  in  those  patterns,  including: 

1)  job  restructuring 

2)  new  organizational  forms 

3)  employment  of  technological  advances 
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4)  changes  in  conditions  of  employment 

5)  development  of  new  educational  programs 

6)  shift  in  emphasis  among  types  of  health 
activity,  e.g.,  from  treatment  to  pre- 
vention 
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REGIONAL   OBJECTIVES 
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OBJECTIVE  XII:   THE  DEVELOPMENT  OF  REGIONAL  COMPREHENSIVE 
HEALTH  PLANS  FOR  ALL  OF  THE  SUBSTATE  REGIONS  OF  THE 
COMMONWEALTH. 


Discussion 

One  of  the  five  major  provisions  of  the  Partnership 
for  Health  Act  was  Section  314(b),  calling  for  areawide 
comprehensive  health  planning.   This  section  provides 
federal  funds  to  public  or  non-profit  agencies  to  engage 
in  organizational  and  comprehensive  health  planning  efforts 
for  a  given  area  of  the  state. 

It  is  the  intent  of  this  legislation  that  primary 
comprehensive  planning  should  occur  at  the  substate  level, 
and  that  this  planning  should  be  broadly  inclusive  of  con- 
svimer,  government  and  private  non-profit  provider  interests. 
It  further  assumes  a  truly  comprehensive  orientation  of  health 
planning,  not  one  limited  to  or  focused  on  any  single  section 
of  the  health  care  system. 

These  concepts  are  compatible  with  major  trends  in 
health  care  toward  comprehensiveness  of  design  (See  report 
of  the  Comprehensive  Health  Planning  ad  hoc  Task  Force  on 
Health  Services) .   They  are  also  in  line  with  the  efforts  of 
the  Commonwealth  of  Massachusetts  to  establish  uniform  geo- 
graphic regions  (and  within  them,  administrative  areas)  to 
serve  as  the  locus  of  comprehensive  planning  of  programs  for 
almost  all  state  services. 
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The  purposes  of  the  regional  health  plans  are:   to 
assure  the  rational,  integrated  development  of  health  care 
facilities  and  services  into  a  comprehensive  health  care 
system,  one  which  provides  for  a  given  level  of  resources, 
optimum  accessibility  and  performance;  to  focus  health 
planning  efforts  of  the  private  sector  and  state  and  local 
government  on  major  health  needs  of  the  region's  population; 
and  to  provide  a  mechanism  whereby  competition  among  regions 
for  resources  is  based  on  careful  analysis  and  will  result 
in  effective  utilization. 

It  is  the  responsibility  of  the  state  Office  of  Compre- 
hensive Health  Planning  to  insure  that  in  sum,  regional 
comprehensive  health  plans  contribute  to  a  distribution  of 
resources  satisfying  divergent  local  needs,  as  well  as 
reflecting  divergent  local  capability. 

It  is  also  the  responsibility  of  the  state  Office  of 
Comprehensive  Health  Planning  to  encourage  appropriate 
inter-regional  coordination  of  resources,  and  to  provide 
incentives  for  adequate  statewide  utilization  of  special 
facilities  and  services  which  for  optimum  efficiency,  should 
be  available  to  citizens  of  the  Commonwealth  as  a  whole. 


SUBOBJECTIVE  12.1;   ESTABLISHMEiMT  OF  314(b) 
AREAWIDE  PLANNING  COUNCILS  IN  ALL  OFFICIALLY 
DESIGNATED  SUBSTATE  CO^PREHENSIVE  HEALTH 
REGIONS  OF  THE  COMMONWEALTH. 
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SUBOBJECTIVE  12.2:   INVENTORIES  OF  HEALTH 
CARE  RESOURCES  FOR  EACH  REGION. 

SUBOBJECTIVE  12.3;   ANALYSIS  OF  POPULATION 
COMPOSITION  AND  PROJECTED  CHANGES. 

SUBOBJECTIVE  12.4;   PROVISION  FOR  PERIODIC 

IMPLEMElNlTATION  OF  A  HEALTH  STATUS  SURVEY. 

SUBOBJECTIVE  12.5;   AGREEMENT  ON  5-YEAR 
HEALTH  GOALS  FOR  EACH  REGION. 

SUBOBJECTIVE  12.6;   SOME  Al'^ALYSIS  OF 
ALTERNATIVE  HEALTH  CARE   SYSTEM  DEVELOP- 
MENT PATTERNS. 

STATE  POLICY  ON  THE  DEVELOPMENT  OF 
REGIONAL  COMPREHENSIVE  HEALTH  PLANS 

Primary  responsibility  for  the  development  of  regional 
comprehensive  health  plans  should  lie  with  the  areawide 
comprehensive  health  planning  councils  and  appropriate  state 
agencies.   These  councils  must  comply  in  their  organiza- 
tional structure  and  program  with  the  criteria  established 
by  the  federal  government  and  by  the  state  Office  of  Compre- 
hensive Health  Planning. 

"Primary  responsibility"  is  defined  as  the  mandated  or 
delegated  right  to  initiate  appropriate  action  with  reference 
to  the  development,  review,  and  implementation  of  plans  for 
improvements  in  the  organization  and  delivery  of  health 
services  at  appropriate  operational  levels.   It  includes  the 
obligation  to  recommend  changes  in  existing  procedures,  to 
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support  recommendations  with  appropriate  data,  and  to 
participate  in  bringing  these  changes  about. 
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GUIDELINES,  SECTION  314(d) 
PUBLIC  HEALTH  SERVICES 

The  purpose  of  this  section  is  to  provide  grants  to 
the  states  for  support,  development,  and  expansion  of 
public  health  services  to  meet  the  needs  of  their  citizens 
in  accordance  with  priorities  and  goals  established  by  the 
states. 

It  represents  a  departure  from  the  earlier  categorical 
restrictions  on  Public  Health  Service  grants  which  earmarked 
funds  for  use  in  meeting  specific  disease  problems.   This 
does  not  imply  that  on-going  public  and  mental  health  pro- 
grams are  to  be  discontinued.   It  does  assume,  however,  that 
due  effort  will  be  esqjended  by  state  agencies  in: 

1.  reassessing  the  extent  and  extremity  of 
specific  diseases  in  the  state  in  question, 
with  a  view  towards  redesigning,  discon- 
tinuing or  instituting  programs  where 
current  efforts  are  ineffective,  inefficient, 
or  non-existent. 

2.  reassessing  general  policies  in  light  of 
this  new  form  of  funding,  and  other  major 
new  public  health  care  programs  such  as 
Medicaid-Medicare  and  the  Regional 
Medical  Program. 

3.  developing  procedures  for  integrating 
physical,  mental  and  environmental  health 
programs  into  regional  comprehensive 
health  planning. 

In  general,  proposals  of  the  Departments  of  Mental 

Health  and  Public  Health  for  funding  under  this  section 

will  be  reviewed  by  the  state  Office  of  Comprehensive 
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Health  Planning  under  the  following  criteria: 

1.  relevance  to  local  needs 

2.  relevance  to  objectives  and  sub-objectives 
of  the  state  comprehensive  health  plan 

3.  quality  of  design 

Relevance  to  local  needs  will  be  determined  primarily 
on  the  basis  of  the  regional  comprehensive  health  plans 
(see  pp.  42-44   above)  when  these  plans  have  been  completed. 

Prior  to  the  development  of  regional  health  plans, 
projects  will  approved  which: 

-  demonstrate  need,  reflecting  knowledge  of 
the  present  and  projected  health  care 
problem  or  concern;  and  existing  and 
planned  resources  in  the  region  (or  acces- 
sible to  the  population  of  the  region) 
focused  on  the  problem. 

-  provide  plans  for  coordinating  the  pro- 
posed project  with  other  existing  and 
planned  resources. 

-  reflect  serious  analysis  of  alternatives, 
and  demonstrate  persuasively  why  the  pro- 
posed project  or  program  is  the  preferred 
alternative,  in  terms  of  effectiveness, 
and/or  cost  efficiency. 

Relevance  to  objectives  and  sub-objectives  of  the 

state  Comprehensive  Health  Plan  will  be  determined  on  the 

basis  of  evidence  that  the  Plan  has  been  considered  in 

development  of  tiie  proposal^  particularly  regional  objectives, 

and  the  statewide  special  objectives  relating  to  program 

efficiency,  effectiveness,  comprehensiveness  and  continuity; 

costs,  financing,  and  rationalization  of  state  government; 

and  resources. 
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Quality  of  design  of  the  proposal  will  be  determined 
on  the  basis  of  provision  for  evaluation  and  general 
evidence  of  competence  to  carry  out  the  proposed  program. 

It  is  recognized  that  the  capacity  of  state  departments 
of  Mental  and  Public  Health  to  fulfill  the  intent  of 
federal  legislation  and  state  comprehensive  health  plan- 
ning under  this  section  may  require  development  over  time. 
The  Office  of  Comprehensive  Health  Planning  will  take  this 
fact  into  account  in  its  determination  of  the  adherence 
of  section  314(d)  applications  to  the  state  plan  and  to  these 
guidelines. 
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GUIDELINES,  SECTION  314(e) 
HEALTH  SERVICES  DEVELOPMENT 

The  provisions  of  Section  314(e)  became  effective  on 
July  1,  1967,  replacing  authorizations  for  the  categorical 
type  project  grants  contained  in: 

(1)  Section  316,  Public  Health  Service  Act, 
for  development  of  new  or  improved  out- 
of -hospital  community  health  services; 
and 

(2)  annual  appropriation  Acts  for  cancer 
control,  mental  retardation,  neurological 
and  sensory  disease  and  tuberculosis 
control  activities. 

Authorization  is  provided  under  this  section  for 
project  grants  in  additional  areas  of  physical,  mental  and 
environmental  needs. 

Project  grants  for  Health  Services  Development  are 
available  to  cover  part  of  the  cost  of: 

(1)  Providing  services  to  meet  health  needs  of 
limited  geographic  scope  or  of  specialized 
regional  or  national  significance; 

(2)  Stimulating  and  supporting  for  an  initial 
period  new  programs  of  health  services;  or 

(3)  Undertaking  studies,  demonstrations,  or  training 
designed  to  develop  new  methods  or  improve 
existing  methods  of  providing  health  services. 
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New  programs  of  health  services  are  those  in  which 
one  or  more  of  the  following  is  involved: 

(1)  The  measures  to  be  employed  have  not  been 
applied  beyond  a  successful  developmental 
stage  and  demonstration. 

(2)  The  measures  have  not  been  applied  in  the 
location  identified  by  the  application;  or 

(3)  The  measures  will  be  extended  to  serve  a 
population  not  now  being  served. 

In  general,  proposals  under  this  section  will  be 

reviewed  by  the  state  Office  of  Comprehensive  Health  Planning 

under  three  criteria: 

(1)  Relevance  to  local  needs 

(2)  Relevance  to  objectives  and  sub-objectives 
of  the  state  Comprehensive  Health  Plan 

(3)  Quality  of  design  of  the  proposal 

Relevance  to  local  needs  will  be  determined  primarily 
on  the  basis  of  the  regional  comprehensive  health  plans 
which  should  reflect  the  joint  efforts  of  local  groups  and 
relevant  state  agencies  with  regional  operations. 

Prior  to  the  development  of  regional  health  plans, 
projects  will  be  approved  which: 

-  demonstrate  need,  reflecting  knowledge  of  the 
present  and  projected  health  care  problem  of 
concern;  and  existing  and  planned  resources 

in  the  region  (or  accessible  to  the  population 
of  the  region)  focused  on  the  problem. 

-  provide  plans  for  coordinating  the  proposed 
project  with  other  existing  and  planned 

resources. 
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Relevance  to  objectives  and  sub-objectives  of  the 
state  Comprehensive  Health  Plan  will  be  determined  on  the 
basis  of  evidence  that  the  Plan  has  been  considered  in 
development  of  the  proposal,  particularly  regional  objectives, 
and  statewide  special  objectives  relating  to  program  effi- 
ciency, effectiveness,  comprehensiveness,  and  continuity; 
costs,  financing,  and  rationalization  of  state  government; 
and  resources. 

Quality  of  design  of  the  proposal  will  be  determined 
on  the  basis  of: 

-  provision  of  adequate  consideration  of 
funding  beyond  federal  grant  period, 
where  appropriate 

-  provision  for  evaluation,  and  general 
evidence  of  competence  to  carry  out  the 
project  as  proposed 

The  burden  of  proof  of  need,  and  capacity  to  fill  it, 

should  lie  with  the  applicant  agency.   However,  the  Office 

of  Comprehensive  Health  Planning  does  not  envision  excluding 

any  well-designed,  reasonable  proposal  unless  it  appears 

to  duplicate,  or  conflict  with,  an  existing  or  planned 

and  funded  project  in  the  same  region. 
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MAJOR  PROVISIONS  -  PARTNERSHIP  FOR  HEALTH  LEGISLATION 
P.L.  89-749  Sections  314(a)  through  (e) 


314(a): 

Grants  to 

establish 

a  State 

health 

planning 

agency. 


314(b): 

Grants  to 

establish 

areawide 

planning. 


314(c): 
Grants  for 
training, 
studies,  & 
demonstra- 
tions . 


314(d): 

Grants  for 

public 

health 

services. 


314(e): 

Grants  for 

health 

seirvices 

development. 


Section  314(a)  provides  funds  to  the  States  to 
permit  the  establishment  and  operation  of  a 
single  State  agency  to  administer  Comprehensive 
Health  Planning  for  the  State,  including  submit- 
ting a  State  plan  annually.  The  plan  must  provide 
for  the  establishment  and  operation  of  a  State 
health  planning  council,  whose  members  must  be 
widely  representative  of  State  and  local  agencies, 
nongovernment  organizations,  and  all  groups 
concerned  with  health.  A  majority  of  the  Council 
must  represent  consumers  of  health  services.  The 
State  agency  is  further  responsible  for  review 
and  approval  of  applications  for  support  of 
areawide  health  planning. 

This  portion  of  the  Act  provides  grants  for  the 
purpose  of  establishing  agencies  to  develop 
comprehensive  regional,  metropolitan  area,  or 
local  area  health  planning;  to  develop  and 
revise  areawide  health  plans;  and  to  coordinate 
existing  and  planned  health  services,  manpower, 
and  facilities. 

The  purpose  of  grants  under  314(c)  is  to  provide 
for  the  development  of  specific  professional 
training  and  specific  techniques  for  comprehensive 
health  planning.   Emphasis  is  placed  on  inter- 
disciplinary approaches  to  training,  study,  and 
dononstration  for  development  of  resources  in 
manpower  and  techniques  applicable  to  comprehensive 
health  planning  itself.  High  priority  will  be 
given  to  training  activities  which  promise  to 
increase  the  supply  of  health  planners. 

The  intent  of  grants  under  314(d)  is  to  provide 
States  with  greater  flexibility  in  using  Federal 
funds  to  strike  hard  at  health  problems  where 
the  need  is  greatest  by  removing  categorical 
limitations  from  Federal  funds.   These  grants  also 
allow  states  to  engage  in  activities  not  covered 
by  existing  state  or  local  funds. 

Section  314(e)  provides  grants  to  cover  part  of 
the  cost  of:   (1)  providing  services  to  meet 
health  needs  of  limited  geographic  scope  or 
specialized  regional  significance,  and  (2)  stimu- 
lating and  supporting  for  an  initial  period  new 
programs  of  health  services. 
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Introduction 

With  the  passage  of  the  Comprehensive  Health  Act 
of  1968  and  the  subsequent  formation  of  the  Compre- 
hensive Health  Planning  Agency,  the  Nation  and  the  Com- 
monwealth accepted  as  public  policy  and  a  moral  commit- 
ment a  program  designed  to  promote  the  highest  level  of 
health  attainable  for  every  person  regardless  of  eco- 
nomic, religious,  ethnic  or  racial  circumstances.   The 
program  calls  for  particular  concentration  on  "high 
risk  areas",  or  areas  of  greatest  need  for  all  types 
of  health  care-'-  services  and  facilities. 

The  Facilities  Task  Force  of  the  Advisory  Council 
of  the  Commonwealth's  Comprehensive  Health  Planning 
Agency  was  organized  to  define  specific  problems  and 
issues  for  study,  help  structure  data  collection,  and 
to  suggest  alternative  policies  and  programs  for  developing 
and  improving  health  care  facilities   for  the  delivery 


1.  "Health  care"  is  a  generic  term  which  includes  the 
areas  of  prevention,  casefinding,  diagnosis  and  treat- 
ment, and  rehabilitation.   This  is  consistent  with  the 
way  the   term  is  used  in  P.L.  89-749  National  Advisory 
Committee  on  Health  Facilities  Report.   1968;  Viewpoint 
Health  Insurance  Council,  Vol.  IX,  No.  1,  (May,  1969) ; 
Sources.  Blue  Cross  Association,  1968,  p.l;  Dr.  Dwight 
L.  Wilbur,  Pres.,  AMA  N.Y.  Times.  Sunday,  June  29 
1969,  p.  43. 

2.  "Health  care  facility"  is  a  term  usually  shortened  to 
"a  health  facility."   Within  the  context  of  this  report 
it  means  any  setting  through  which  one  or  a  combination 
of  health  services  dealing  with  prevention,  casefinding, 
diagnosis  and  treatment,  or  rehabilitation  are  delivered 
to  individuals,  families,  groups,  or  communities. 


of   comprehensive  health  care  services  within  the 
Commonwealth,  its  planning  areas,  and  their  consti- 
tuent communities. 

The  Task  Force  approached  its  task  recognizing 
that  existing  health  care  resources  are  being  stretched 
to  the  limit  to  meet  the  rapidly  expanding  health  care 
needs  and  expectations  which  have  been  generated  by 
affluence,  education,  moral  conviction  and  federal  and 
state  legislation.   It  is  apparent  that  neither  govern- 
ment nor  the  private  sector  separately  possess  all  the 
resources  needed  to  deliver  comprehensive  health  ser- 
vices to  the  population  of  the  Commonwealth.   For  this 
reason,  ?.L.  89-749  stresses  the  need  for  "partnership" 
between  the  private  and  public  sectors  with  the  under- 
stcinding  that,  in  the  development  and  provision  of 
adequate  and  appropriate  health  services  for  all,  "It 
is  the  business  of  government  to  do  for  the  people 
what  needs  to  be  done . " ^ 

Joel  May  Jr.,  of  the  Graduate  School  of  Business, 
University  of  Chicago,  asserted  that  most  health  facil- 
ities  have  traditionally  developed  as  independent 
entities,  frequently  located  in  close  proximity  to 


3.   Oscar  Ewing,  as  quoted  in  the  Boston  Sunday  Globe, 
Magazine  Section,  p.  23. 
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existing  institutions,  except  for  those  serving  the 
mentally  ill/  mentally  retarded,  and  tuberculous  with 
little  regard  for  community  need  or  for  the  type, 

quantity,  and  extent  of  services  offered  by  neighboring 

4 
institutions.   In  1967,  John  W,  Gardner,  then  Secre- 
tary of  Health,  Education  and  Welfare,  stated  that, 
"most  communities  have  no  mechanisms  for  health  plan- 
ning.  There  is  nothing  to  prevent,. .the  construction 
of  a  (health  facility)  in  an  area  already  well  served, 
or  the  perpetuation  of  several  inefficient  facilities 

where  replacement  with  a  modern  health  center  would  be 

5 
preferable."   With  reference  to  P.L.  89-749,  he  said, 

"It  is  intended  to  coordinate  existing  and  planned 

health  services,  to  reduce  overhead  costs  by  increasing 

utilization  rates,  to  prevent  unnecessary  expansion  of 

hospital  beds,  and  to  encourage  the  development  of 

needed  facilities  which  are  not  now  available  and  to 

improve  the  quality  of  medical  care." 

The  latter  statement  reflects  the  shift  from  an 

emphasis  on  the  construction  of  a  single  facility,  as 


4.  May,  Joel  J.,  Health  Planning;   Its  Past  and  Potential, 

(University  of  Chicago:   Graduate  School  of  Business, 
1967,  p.  48). 

5.  Ibid,  p,  48, 

6.  Ibid.  pp.  48-49. 
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an  end  in  itself,  to  an  emphasis  on  a  facility  as  a 
unit  in  a  larger  territorially-based  multi-sponsored 
system.   It  is  through  such  systems,  groups  of  inter- 
dependent organizations,  that  a  wide  range  of  health 
services  can  be  delivered.   However,  the  development  of 
efficient,  effective,  and  responsive  health  care  systems 
depends  upon  implementing  a  true  "partnership"  involving 
the  medical  professions,  the  citizenry  they  serve,  the 
operators  of  public  and  private  health  care  facilities, 
and  those  organizations  mandated  by  government  to  assist 
them  in  devising  new  and  innovative  programs  and  working 
relationships . 

All  who  participated  in  the  Task  Force's  delibera- 
tions were  acutely  aware  of  the  dearth  of  precedents 
available  to  guide  planning  for  facilities  intended  for 
the  delivery  of  comprehensive  health  care  services.   In 
addition,  all  were  conscious  of  the  lack  of  data  needed 
to  guide  planning  for  health  facilities.   Given  the 
nature  of  a  planning  process,  the  Task  Force  regards 
this  report  as  a  means  for  initiating  a  continuing 
planning  process.   The  Task  Force  expects  that  the 
recommendations  will  be  reviewed  and  revised  periodically 
in  the  light  of  both  experience  and  necessity. 
B.   Scope  of  the  Report 

The  Task  Force  struggled  with  the  problem  of 


defining  the  scope  of  its  task.   Although  its  charge 
directed  it  to  encompass  all  possible  types  of  health 
facilities,  efforts  to  move  in  this  direction  were 
frustrated  by  the  complexities  inherent  in  designing 
and  operating  facilities  attached  to  three  different 
systems:   professional  and  para-professional  education, 
personal  health  care,  and  environmental  health.   Such 
an  array  of  facilities  can  range  from  the  town  dump  to 
the  most  sophisticated  hospital  setting  and  requires 
the  technical  skill  and  practical  knowledge  possessed 
by  such  diverse  professionals  as  engineers,  educators, 
doctors,  and  so  on.   Faced  with  this  dilemma,  the  Task 
Force,  as  a  first  step,  decided  to  focus  attention  on 
those  facilities  associated  with  personal  health  care. 
Such  facilities  and  settings  range,  for  example,  from 
the  classroom  where  "health  education"  is  delivered  to 
students  to  the  large  medical  center  where  a  variety  of 
services  is  delivered  to  consumers.   Although  the  Task 
Force  recognized  that  other  types  of  facilities  need 
to  be  considered  for  comprehensive  health  planning,  it 
felt  that,  for  the  present,  indicators  as  to  need  for 
educational  facilities  could  be  obtained  from  the  re- 
port of  the  Manpower  Task  Force  while  the  Environmental 
Health  Task  Force's  report  would  help  to  identify  the 
types  of  facilities  needed  to  perform  environmental 


6. 

health  functions. 

With  this  in  mind/  and  in  light  of  the  request  made 
by  the  Review  Committee  for  guidelines  to  assist  it  in 
conducting  reviews  of  applications  involving  health 
care  facilities/  the  Task  Force  set  the  following 
priorities  for  its  own  report. 

1,  Its  report  would  represent  an  initial  step 
in  beginning  a  continuing  planning  process 
for  the  improvenent  of  existing  health  facil- 
ities and  the  provision  of  additional  health 
facilities, 

2,  It  would  attempt  to  develop  broad  guidelines 
which  the  Review  Committee  and  other  planning 
groups  could  adopt  in  carrying  out  their 
responsibilities, 

3,  It  would  focus  on  "personal  health  care" 
facilities.   Within  the  context  of  this 
report/  such  health  facilities  are  viewed 
as  units  within  which  different  "mixes"  of 
resources  are  organized  to  provide  needed 
services,  A  health  care  system  is  viewed 
as  any  specific  number  of  units /  in  any 
designated  geographic  area/  which  are  inter- 
dependent because  they  cooperate  formally 
or  informally  to  achieve  organizational 


goals.   Such  a  system  could  be  composed  of 
any  combination  of  private  and  public  health 
settings. 
Generally,  the  Task  Force  regarded  this  report  as 
complete  within  the  limits  it  set  for  itself.   It  recog- 
nized that  its  report  would  be  integrated  with  those  of 
the  other  task  forces  in  developing  the  State's  Compre- 
hensive Health  Plan.   It  further  recognized  that  as  needs 
change,  the  types  of  health  services  which  will  be  pro- 
vided through  "health  facilities"  will  also  change. 
Since  it  is  difficult  to  predict  just  what  changes  will 
occur,  the  report  contains  broad  guidelines  which  could 
help  to  improve  utilization  of  existing  facilities  and 
to  develop  new  facilities.   These  guidelines  are  meant 
to  be  useful  in  the  present  in  ways  which  will  not 
"freeze  in"  any  current  practices  that  might  not  be 
applicable  in  the  future. 

The  Task  Force's  recommendations  other  than  those  . 
given  as  "general",  are  grouped  under  five  categories 
which  it  believed  are  significant  health  planning  con- 
cerns.  These  categories  are:   Accessibility,  Economy, 
Flexibility,  Legislation,  and  Data  collection,  analysis, 
and  utilization. 
Health  Care  Trends 

The  Task  Force's  first  objective  was  to  identify 
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trends  in  health  services  delivery  which  reflected  the 
changing  behavior  of  consumers  seeking  service,  the 
attempts  by  providers  to  adapt  to  changing  demands  for 
service,  and  the  implications  of  these  factors  for 
planning  for  the  facilities  through  which  services 
would  be  delivered  in  the  future.   Among  those  trends 

identified  which  health  facilities  planners  must  take 

7 
into  account  are  the  following: 

1.  Innovations  in  health  services  delivery 
methods  show  promise  of  bringing  the  bene- 
fits of  new  medical  technology  to  people. 
These  include  provisions  for  a  buildup  of 
home  health  care  services  which  can  make 
the  complex  medical  teeim  available  to  non- 
hospital  patients,  neighborhood  health  cen- 
ters, group  medical  practice  settings,  and 
prepayment  plans. 

2.  Enlarged  public  and  private  third  party 
payments  for  hospital  and  medical  care  have 
resulted  in  a  new  focus  by  public  and  private 
agencies  on  standards  (including  standards 

on  eligibility  or  access  to  care,  on 


Trends  noted  herein  are  presented  and  discussed  in: 
a)   Secretary's  Advisory  Committee  on  Hospital  Effec- 
tiveness  (Report) ,  DHEW,  1967,  pp.  7-11;  b)  Mushkin, 
Selma  J.  Health  and  Hospital  Expenditures  of  State 
and  Local  Governments:   1970  Projection,  Chicago: 
Council  of  State  Governments,  1966. 
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qualifying  institutions,  on  levels  of  vendor 
payment,  on  quality  of  care  and  on  reviews 
of  utilization  of  care, 
3.   Encouraged  by  medical  progress,  the  future 
is  likely  to  bring  a  broadened  range  of  pub- 
lic services  in  the  community  for  the  men- 
tally ill  and  mentally  retarded.   Services 
now  provided  mostly  through  public  agencies 
will  be  offered  also  through  community  hospi- 
tals, and  other  organizations  in  the  private 
sector.   New  organizational  arrangements, 
new  treatment  procedures,  and  new  pharma- 
ceuticals have  contributed  to  shortening  the 
lengths  of  mental  hospital  stays.   At  the 
same  time  expanded  voluntary  health  insur- 
ance coverage  and  new  public  programs, 
through  which  payments  are  made  for  hospital 
care,  are  decreasing  use  of  public  charity 
hospitals.   The  years  ahead  will  probably 
see  a  continued  reduction  in  the  use  of 
public  non-mental  and  mental  hospitals. 
Because  of  the  growth  in  social,  behavioral, 
chemical,  and  medical  knowledge  and  the 
introduction  of  new  therapies,  the  identifi- 
cation of  mentally  ill  and  retarded  patients 
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needing  care  will  probably  increase.   New 
treatment  methods  applied  to  larger  popula- 
tions will  tend  to  increase  costs  of  care 
for  such  patients. 

4.  The  costs  of  developing  and  using  new  medi- 
cal technology  and  the  steadily  increasing 
costs  of  labor  and  construction  materials 
are  likely  to  contribute  to  a  steady  increase 
in  construction,  modernization,  and  operating 
costs  of  all  health  and  health-related  facil- 
ities. 

5.  Although  strenuous  efforts  are  underway  to 

increase  the  supply  of  physicians,  nurses, 
medical  technicians,  and  other  supporting 
personnel,  it  is  possible  that  the  demand 
for  personnel  will  not  be  met  in  the  fore- 
seeable future. 

6.  The  quantity  of  health  services  which  are, 
and  will  be,  needed  by  the  young,  the  elderly 
and  the  poor  are  still  unknown.   It  is 
expected  that  the  demands  for  service  will 
continue  to  increase,  especially  from  the 
young,  the  elderly,  and  the  poor. 

D.   Issues  and  Problems 

As  long  as  a  democratic  society  retains  its 
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vitality  and  values  upward  mobility  its  members  will 
aspire  to  better  their  own  circumstances  and  society 
itself  will  struggle  constantly  to  afford  greater  equality 
of  opportunity  for  self -development  for  all.   However, 
efforts  made  to  achieve  this  goal  generate  the  problems, 
and  attendant  issues,  which  a  democratic  society  must 
solve  as  it  responds  to  social  change.   In  matters  of 
health,  access  to  services  limits  or  enhances  oppor- 
tunities for  self-realization.   The  Task  Force  believes 
that  the  highest  priority  for  the  Nation  and  the  Com- 
monwealth is  to  devise  ways  for  dealing  with  those 
conditions  which  obstruct  the  provision  of  good  quality 
health  care  to  individuals  and  families  who  need  them. 
Any  alteration  in  arrangements  for  providing  more  and 
better  health  care,  especially  to  those  previously  not 
served  adequately,  calls  for  a  reallocation  of  resources, 
and,  in  a  free  society,  this  raises  issues  which  are  the 
proper  concern  of  the  citizenry.   Although  attempting 
to  identify  all  possible  problems,  those  which  exist 
and  those  which  will  emerge  in  response  to  change,  is 
patently  unwise  if  not  impossible,  the  Task  Force 
attempted  to  identify  some  salient  issues  and  problem 
areas.   Among  those  concerns  associated  with  planning 
for  public  and  private  health  care  facilities  needed 
for  a  comprehensive  health  care  system  are: 
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1.  Existing  planning  relationships  and  pro- 
cedures; 

2.  Legislative  and  administrative  impediments 
to  effective  health  care  planning; 

3.  Public-private  and  interorganizational 
relationships ; 

4.  Continuing  evaluation  of  existing  programs; 

5.  Discrepancies  with  reference  to  the  relevance, 
collection,  and  utilization  of  data; 

6.  A  need  for  social  and  economic  incentives  to 
guide  the  development  of  health  care  facil- 
ities,  and  to  stimulate  innovation,  consis- 
tent with  changing  health  needs; 

7.  The  unequal  distribution  of  health  facilities 
fostered  by  neglect  and  discrimination; 

8.  Designing,  managing,  utilizing,  and  sharing 
health  care  facilities  and  resources  in  the 
interests  of  economy  and  flexibility. 

E.   Recommendations 

The  recommendations  offered  by  the  Task  Force  are 
designed  to  assist  in  improving  an  already  existing 
system  of  health  care  facilities  while  providing  guide- 
lines for  assessing  the  adequacy  of  plans  for  new  facil- 
ities. -   They  flow  from  the  Task  Force's  discussion  of 
present  problems,  emerging  trends,  and  notions  about 
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existing  and  future  needs. 
1 .   General 

a.  All  plans  for  the  construction,  modernization 
or  expansion  of  health  care  facilities  should 
be  reviewed  and  evaluated  in  relation  to  the 
existing  and  projected  health  needs  of  the 
f>opulations  to  be  served. 

b.  Priority  should  be  given  to  plans  which  incor- 
porate innovative  and  creative  approaches  and 
solutions  to  known  and  anticipated  health 
services  delivery  problems. 

c.  Priority  should  be  given  to  plans  which  will 
improve  services  in  areas  where  health  resources 
are  inadequate  and/or  which  show  some  capacity 
for  increasing  the  availability  of  facilities 
and  personnel  in  such  areas. 

d.  Policies,  standards,  and  criteria  bearing  upon 
the  construction,  operation,  and  management  of 
health  facilities  should  be  widely  disseminated 
among  prospective  applicants  and  community 
planning  groups.   Steps  should  also  be  taken 

to  train  review  groups  in  applying  such  criteria 
to  the  individual  institution  and  also  with 
reference  to  the  institution's  role  in  a  larger 
health  care  system. 
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2.   Accessibility 

This  is  viewed  as  a  characteristic  of  a  system 
of  health  care  located  in  any  defined  planning  area  or 
community.   Although  no  facility  is,  in  fact,  accessible 
to  all,  it  is  essential  that  a  clear  relationship  be 
established  between  access  to  an  institution  and, 
through  that  institution,  to  a  larger  health  care  system. 
Also,  if  accessibility  is  to  mean  anything,  the  services 
to  which  access  is  gained  should  be  of  good  quality  and 
available  in  sufficient  quantity.   It  is  recommended 
that : 

a.  All  proposals  for  facilities  be  required  to 
indicate  how  provision  has  been  made  to  provide 
geographical,  economic,  and  other  access  for 
the  population  it  is  intended  to  serve. 

b.  Plans  involving  existing  or  proposed  facilities 
should  meet  existing  and  evolving  standards 
related  to  construction,  personnel,  premises, 
equipment  and  level  of  care.   In  addition,  part 
of  planning' s  function  is  to  assist  in  developing 
adequate  standards. 

c.  Priority  should  be  accorded  to  plans  which 
represent  improvements  in  existing  services  or 
additions  to  the  spectrum  of  services  for  a 
target  population. 
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d.  All  proposals  pertaining  to  facilities  should 
be  reviewed  and  accepted  at  local  and  regional 
levels  by  appropriate  planning  groups  represent- 
ing providers  and  consumers.   This  is  intended 
to  stimulate  community  participation  in  a 
planning  process  meant  to  reflect  the  relation- 
ships between  state-wide  priorities /  local  health 
needs,  resources  and  services, 

e.  Plans  for  health  facilities  should  be  evaluated 
with  respect  to  their  relationship  to  other 
facilities  and  services  in  the  community, 

3,   Economy 

Economies  can  be  achieved  in  the  management 
of  a  single  facility  and  also  in  the  ways  in  which  a 
number  of  facilities  work  together.   It  is  imperative 
that  the  cost  of  health  care  be  contained  within 
reasonable  limits  and  facilities  tend  to  be  a  natural 
focus  for  this  objective.   It  is  recommended  that: 

a.   Investments  in  any  existing  facility  should 
be  evaluated  on  the  basis  of  the  expected 
useful  life  of  the  facility.  Under  some  cir- 
cumstances, an  out-moded  or  inadequate  facility 
may  have  to  be  retained  until  it  can  be  replaced. 
Whenever  possible,  investments  in  obsolete 
facilities  should  be  tied  to  plans  for 


16 


eliminating  or  replacing  them. 

b.  Proposals  requiring  capital  investments  should 
be  assessed  in  terms  of  alternatives  for  pro- 
viding or  enhancing  the  service (s)  for  which 

a  facility  is  intended. 

c.  Priority  should  be  given  to  plans  meant  to 
encourage  the  development  of  cooperative  arrange- 
ments relating  to  sharing  of  personnel,  equip- 
ments, access  to  medical  records,  laboratory 
services,  purchasing,  and  housekeeping  services. 

d.  All  proposals  for  facilities  should  include 
provisions  for  acceptable  systems  of  cost 
analysis,  reports  and  audits,  and  mechanisms 
for  evaluation  and  planning. 

e.  A  continuing  sub-group  should  be  established 
by  the  Advisory  Council  to  study  new  develop- 
ments in  the  health  care  field  and  to  formulate 
recommendations  for  providing  more  effective 
care  at  lower  cost  through  innovations  in 
construction,  financing,  the  participation  of 
private  enterprise,  and  the  development  of 
appropriate  incentive  programs. 

4.   Flexibility 

This  quality  refers  to  the  capacity  of  a  sin- 
gle facility  or  a  combination  of  facilities,  to  respond 
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to  change.   Efforts  to  evaluate  this  attribute  are 
associated  with  organizational  readiness  to  adapt  to 
changing  conditions  as,  for  instance,  when  new  popula- 
tion groups  come  into  the  "market"  with  previously  unmet 
needs  or  when  scientific  advances  change  prevention  and 
treatment  methods.   It  is  recommended  that: 

a.  Plans  for  facilities  should  indicate  ways  in 
which  alternative  resources  will  enable  physi- 
cians and  other  referral  agents  to  prescribe 
the  most  appropriate  and  economical  course  of 
action  or  treatment  for  patients  or  persons 
seeking  medical  advice  and  assistance. 

b.  In  every  case,  proposals  should  be  reviewed  to 
assure  that  any  additional  facilities  v/ill  be 
compatible  with  those  already  in  the  community; 
that  they  will  add  to  the  range  and  variety  of 
facilities  within  a  community;  and  that  they 
include  alternatives  to  costly  hospitalization. 

c.  Efforts  should  be  made  to  determine  if  the 
proposal  has  the  support  of  institutions,  prac- 
titioners, and  consumers  with  which  the  appli- 
cant intends  to  interact. 

d.  Review  of  applications  take  into  account  the 
past  performance  of  an  applicant  in  adapting 
to  changes  in  demands  for  services. 
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e.   ^'architectural  plans  and  organizational  staffing 
patterns  take  into  account  the  rapid  change  in 
medical  technology  and  new  trends  in  service 
provision  which  may  require  organizational 
adaptation  to  new  patterns  of  health  care, 
5.   Legislation 

During  the  last  five  years  a  veritable  ava- 
lanche of  health  legislation  has  been  passed  which  has, 
and  will  continue  to,  affect  the  construction,  distribu- 
tion and  utilization  of  health  facilities.   It  is 
recommended  that : 

a.  The  agency  initiate  a  study  of  existing  federal 
and  state  health  legislation  to  ascertain  the 
extent  to  which  the  separate  legislative  actions 
tend  to  inhibit  or  facilitate  health  facilities 
planning, 

b.  Ways  be  devised  to  bring  together  resources 
from  more  than  one  program  in  developing  plans 
for  health  care  facilities  and  services, 

c.  The  "A"  agency  formulate  and  implement  an 
educational  program  to  improve  the  capacity 

of  regional  planning  councils  (314(b)  agencies) 
for  dealing  with  matters  involving  the  review 
and  follow-up  of  applications  under  Sections 
314(d)  and  (e)  of  P.L.  89-749. 
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6.   Data  Collection/  Analysis  and  Utilization 

The  responsible  participation  and  involvement 
of  all  sectors  of  the  community,  coordination  of  efforts, 
and  development  of  cooperative  working  arrangements  are 
fundamental  to  effective  planning  and  action.  Health 
care  objectives  can  best  be  met  through  processes  which 
provide  opportunity  for  citizens  to  work  together  to 
understand/  identify,  and  resolve  problems,  to  set 
intermediate  and  long-range  goals,  and  to  act  to  achieve 
these  goals.   The  readiness  and  ability  of  communities 
to  respond  to  health  needs  and  problems  are  dependent, 
in  large  part,  on  the  availability  of  appropriate 
information  capable  of  depicting  the  real  world,  as 
it  exists,  while  reflecting  changes  occuring  within 
populations  and  the  manner  in  which  planning  mechanisms 
and  providers  respond  to  these  changes.   With  this  in 
mind,  it  is  recommended  that: 

1.  Action  be  taken  to  define  the  content  and 
systematize  the  collection,  storage,  and 
retrieval  of  data  pertaining  to  health  facilities 
and  services  planning  in  order  to  facilitate 
studies  and  to  make  planning  decisions, 

2.  Inventories  of  existing  facilities  through 
which  services  are  delivered  should  be  reviewed 
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against  the  needs  of  populations  to  be  served. 
Service  criteria  and  ways  of  measuring  service 
efficiency  and  effectiveness  should  be  directly 
related  to  existing  and  emergent  need  within 
planning  areas. 
3.   The  state  agency  should  assist  its  associated 
regional  planning  councils  to  acquire,  analyze, 
and  apply  data  in  a  manner  which  supports  the 
planning  process  and  which  enhances  effective 
interorganizational  cooperation  and  citizen 
participation . 
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Widespread  agreement  could  easily  be  obtained  among 
professionals  and  nonprofessionals  that  data  should  be  a 
key  component  of  the  analytic  and  decision  making  processes 
in  comprehensive  health  planning.  It  is  ironic,  therefore, 
to  witness  the  exceeding  difficulty  which  both  planners  and 
information  specialists  encounter  in  trying  to  refine  their 
thinking  about  both  the  specific  types  of  data  to  be  collected 
and  the  manner  in  which  they  should  be  utilized.   It  appears 
valid  to  describe  the  current  state  of  affairs  as  one  in 
which  good  wishes  cloak  considerable  ambiguity.  Against 
this  background,  the  Massachusetts  Comprehensive  Health 
Planning  Agency  appointed  a  Task  Force  on  Health  Information 
Systans  with  the  request  that  it: 

1,  Clarify  the  values  and  limitations  of  quantitative 
information  for  planning  purposes  relative  to  the  many  other 
forces  influencing  policy  and  operational  decisions, 

2,  Work  with  other  Task  Forces  and  planning  groups 
to  define  the  nature  of  standard  and  desirable  data  to  be 
assembled  by  the  Comprehensive  Health  Planning  Agency, 

3,  Define  the  relationship  of  data  collection  pro- 
cedures undertaken  by  the  Comprehensive  Health  Planning 
Agency  relative  to  those  ongoing  and  planned  activities 
assumed  by  other  statewide  and  regional  organizations. 


In  striving  to  meet  this  charge  the  Task  Force  has 
held  several  meetings  during  the  Spring,  1969  at  which  times 
it  invited  knowledgeable  representatives  from  the  MIT  - 
Harvard  Joint  Center  for  Urban  Studies  and  the  Massachusetts 
Blue  Cross  to  discuss  their  respective  activities  in  the 
field  of  health  information.  A  subcommittee  of  the  Task 
Force  has  also  met  to  consider  the  relevant  issues  in 
greater  detail.   The  following  report  is  not  intended  to 
review  the  broad  field  of  health  information  but  rather 
to  reflect  the  spirit  of  the  Task  Force  deliberations  and 
to  suggest  future  areas  of  concern  for  the  Comprehensive 
Health  Planning  Agency  as  it  proceeds  to  expand  its 
involvement  with  data  collection  and  analysis. 

TYPES  OF  DATA 

The  initial  issue  considered  was  the  type  of  data 
relevant  to  health  planning.  When  this  was  discussed  it 
immediately  became  evident  that  health  planning  is  not  a 
single  entity  but  rather  it  encompasses  a  wide  variety  of 
functions  each  of  which  potentially  requires  differing  or 
overlapping  types  of  data.   This  point  is  emphasized  since 
some  of  us  may  be  prone  to  assume  that  it  is  possible  to 
identify  a  finite  series  of  indices  which  subsequently  will 
serve  all  of  the  planners 's  needs. 

The  usual  past  approach  to  this  problem  has  been  that 


of  compiling  a  master  set  of  data  and  then  dravdng  from  it 
as  necessary.   This  strategy  has  guided  the  development  of 
health  information  systems  and  many  planning  offices  have, 
therefore,  become  depositories  for  a  variety  of  indices 
which  accumulate  over  the  years  but  are  rarely  in  the  form 
ultimately  required.   This  approach  to  the  identification 
and  assembly  of  potentially  useful  data  is  evident  in  the 
Joint  Center's  attempt  to  discern  the  priorities  which 
local  planners  and  researchers  assign  to  the  following 
information  categories:   demographic  and  general  area  data, 
measures  of  health  and  disease,  measures  of  the  use  of 
health  services,  facilities  and  manpower,  payment  for  health 
services,  attitudes  toward  health  services,  and  environmental 
threats  to  health.  An  earlier  national  study  of  areawide 
health  facility  planning  agencies  found  that  in  addition 
to  routine  hospital  utilization  and  facilities  data,  at 
least  two-thirds  of  the  planners  collected  demographic, 
economic  development  and  socio-economic  data,  as  well  as 
data  on  nvimbers  of  physicians,  emergency  health  services, 
long-term  care  facilities,  etc.   In  addition,  almost  half 
collected  vital  statistics,  and  data  from  voluntary  health 
and  welfare  organizations.   The  respondents  in  the  Joint 
Center's  study  similarly  indicated  that  most  of  these 
categories  were  of  the  "must  have"  nature  but  it  was  equally 
evident  that  no  user  could  truly  specify  his  data  require- 
ments until  he  had  clarified  the  specific  problan  for  which 


he  was  seeking  data. 

The  fact  that  any  single  type  of  data  might  be  used 
in  different  ways  at  different  times  necessitates  a 
rethinking  of  our  traditional  approach  to  health  information. 
It  is  recommended  that  the  Comprehensive  Health  Planning 
Agency's  starting  point  for  data  collection  not  be  the 
assCTably  of  the  usual  indices  specified  previously  but 
rather  a  clarification  of  the  specific  function  which  the 
Agency  will  be  required  to  perform.   Thus,  it  is  probable 
that  a  planning  agency  will  be  called  upon  to  participate 
in  establishing  goals  for  program  development/  in  setting 
priorities  for  the  expenditure  of  funds  in  different  pro- 
gram areas  or  in  different  geographic  areas,  in  evaluating 
the  outcome  of  previous  program  efforts,  etc.   Accepting 
these  functions  as  the  givens,  planners  and  researchers 
cculd  then  proceed  to  specify  the  particular  information 
needed  to  perform  these  functions.   It  may  well  be  that 
an  index  like  the  demographic  characteristics  of  an  area 
will  be  relevant  and  useful  to  all  of  the  planning  agency's 
functions  while  data  about  manpower  distribution  are 
pertinent  only  to  a  specific  function  like  priority  setting. 

The  Massachusetts  Comprehensive  Health  Planning  Agency 
already  is  adopting  this  approach  and  it  thus  has  been 
highly  specific  in  its  data  collection  efforts.  As  a 
starting  point,  the  Agency  has  decided  that  priority  setting 


is  a  function  central  to  many  of  its  activities  and  that 
regional  profiles  of  present  needs  and  resources  must, 
therefore,  be  assembled.  The  Task  Forces  on  Services, 
Facilities  and  Manpower  have  each  been  requested  to  for- 
mulate guidelines  on  the  data  pertinent  to  their  area  of 
concern  so  that  the  staff  of  the  Comprehensive  Planning 
Agency  can  begin  to  inventory  existing  health  resources, 
to  gather  data  on  morbidity  levels,  and  to  analyze  utiliza- 
tion patterns.  The  regional  profiles  will  include  as  much 
of  the  following  information  as  it  proves  feasible  to 
gather :  ! 

A.  General  Demographic  characteristics  —  existing 

and  proj>ected  population  estimates,  socio-economic  standards, 
environmental  factors,  etc, 

B,  Resources  —  existing  health  facilities,  services, 
and  manpower, 

Ca  Health  and  social  pathology  status  —  mortality 
rates,  morbidity  patterns  by  incidence  and  prevalence, 
disability  levels,  etc* 

It  is  recommended  that  the  Massachusetts  Comprehensive 
Health  Planning  Agency  continue  to  place  a  high  priority 
upon  the  clarifying  of  its  varied  activities  and  the  data 
relevant  to  each  of  them  so  that  Research  staff  can  function 
as  effectively  and  efficiently  as  possible.   In  this  regard, 
it  is  suggested  that  consideration  again  be  given  to 


locating  consultants  sophisticated  in  the  development  of 
alternative  planning  models  based  upon  varying  degrees  of 
information  so  that  we  may  become  aware  of  the  differing 
conclusions  which  would  be  reached  upon  the  basis  of 
minimal  to  maximal  inputs.  An  earlier  study  for  the  Comprehensive 
Health  Planning  Agency  by  the  Medical  Foundation  of  per- 
ceived health  status  and  health-related  behaviors  among 
residents  of  metropolitan  Boston  highlighted  the  complexity 
of  standard  data  and  the  paucity  of  conclusions  which 
could  be  reached  on  their  basis  alone. 

An  example  of  procedures  available  for  refining  planning 
and  data  models  is  seen  in  the  paper  presented  by  Vincent 
Navarro  at  the  1968  meeting  of  the  American  Public  Health 
Association,  He  suggested  application  of  the  MARKOVIAN 
statistical  process  to  the  planning  of  personal  health  services 
so  that  the  interdependency  of  the  nvunerous  segments  of  the 
health  system  could  be  taken  into  account.  The  model  is 
used  to  predict  resource  requirontients,  to  calculate  change 
in  these  requironents  in  simulated  situations,  and  to 
estimate  the  best  alternative  for  reaching  a  desired  goal 
in  the  presence  of  a  defined  constraint. 

Consideration  of  the  types  of  data  relevant  to 
comprehensive  planning  leads  to  the  more  general  issue  of 
what  research  policy  should  the  Comprehensive  Health  Planning 
Agency  pursue  so  that  it  can  control  and  direct  the  many 


pressures  to  which  it  will  be  subjected.  The  following 
four  questions  present  themselves  immediately: 

1.   WHAT  TYPES  OF  STUDIES  SHOULD  THE  STATE  AGENCY 
UNDERTAKE? 

The  range  of  questions  \^ich  could  be  studied  is  vir- 
tually unlimited  so  that  it  immediately  becomes  necessary 
to  set  internal  priorities.  Where  can  limited  staff  resources 
be  most  effectively  utilized?   In  a  somewhat  arbitrary 
manner  it  usually  is  possible  to  determine  whether  a  given 
study  will  have  generalized  or  limited  implications  and  it 
is  recommended  that  the  broader  the  application  of  the 
findings,  the  greater  the  merit  of  the  state  agency's 
participation.  For  example*  a  higher  priority  should  be 
assigned  to  an  analysis  of  inter-regional  or  statewide  data 
than  to  an  investigation  specific  to  a  single  region. 
Studies  of  the  latter  type  are  viewed  as  being  more 
appropriately  performed  by  regional  health  planning  personnel 
with  consultation  being  provided  by  state  staff  when  requested. 
The  regional  profiles  of  comparative  health  needs  and 
resources  now  being  compiled  by  the  state  agency  research 
staff  are  consistent  with  such  a  policy.  Similarly,  in 
the  preparation  of  planning  grant  applications  regional 
agencies  will  be  required  to  inventory  the  specific  facilities 
located  within  their  regions  and  these  materials  will 
subsequently  be  integral  to  the  statewide  profile. 
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2.  WHERE  SHOULD  DATA  BE  OBTAINED? 

As  a  corollary  to  the  previous  question  it  is  necessary 
to  consider  whether  the  state  agency  should  undertake  to 
generate  and  collect  its  own  primary  data  or  whether  it 
should  utilize  materials  already  available  through  other 
sources.   There  are  advantages  and  disadvantages  inherent 
in  either  option,  e.g./  flexibility  vs.  cost,  but  on  balance 
the  latter  option  appears  preferable  during  the  next  few 
years.   Although  studies  will  necessarily  be  limited  by  the 
constraints  of  existing  data,  at  this  early  stage  of  health 
planning  considerable  latitude  will  still  be  possible. 
Competition  with  existing  primary  data-collecting  agencies 
can  thus  be  minimized  and  personnel  savings  will  be  gained 
in  the  state  agency's  own  budget. 

3.  HOW  SHOULD  STUDIES  BE  CARRIED  OUT? 

Assuming  that  the  merit  and  feasibility  of  a  specific 
study  has  been  agreed  upon,  what  are  the  mechanisms  for 
carrying  it  out?   The  options  may  include  the  use  of  state 
agency  personnel,  the  negotiating  of  a  contract  with  primary 
data  generating  facilities  like  hospitals,  the  negotiating 
of  a  contract  with  secondary  resources  like  Blue  Cross 
or  the  negotiating  of  a  contract  with  independent  consulting 
firms.  It  is  recommended  that  the  state  agency  attempt  to 
limit  the  size  of  its  own  research  staff  and  that  contract 
options  be  utilized  whenever  possible.   Federal  guidelines 


limit  the  percent  of  funds  to  be  expended  upon  contracts 
so  that  this  mechanism  should  be  used  in  a  highly  selected 
manner.  It  is  also  urged  that  the  state  agency  recruit  a 
qualified  full-time  Research  Director  as  soon  as  possible 
so  that  proper  supervision  can  be  exercised  over  internal 
research  and  over  contracted  projects. 

4.   HOW  SHOULD  THE  STATE  AGENCY  RELATE  ITS  RESEARCH 
ACTIVITIES  TO  THOSE  OF  REGIONAL  AGENCIES? 

With  the  growth  of  regional  health  planning  agencies 
in  different  parts  of  the  Commonwealth,  the  state  agency 
will  encounter  increasingly  complex  problems  in  regard  to 
the  definition  of  appropriate  tasks  and  domains,  the  con- 
trol of  procedures,  the  ownership  of  data,  etc.  Since 
the  resolution  of  these  problems  is  but  one  aspect  of  the 
broader  delicate  issue  of  state-region  relationships,  it 
is  recommended  that  the  state  agency  proceed  with  caution 
in  imposing  data  collection  standards  until  the  relevant 
parameters  are  better  understood.  Conversely,  state 
agency  personnel  should  recognize  the  complex  character 
of  consultation  requests  from  regional  planners  and  should 
work  carefully  with  these  people  to  help  then  define  the 
range  of  information  needed  for  local  planning  purposes. 
It  will  be  particularly  necessary  to  make  regional  personnel 
aware  that  premature  concentration  on  the  technology  of  data 
collection  may  well  short-circuit  the  earlier  tedious  task 
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of  defining  local  planning  goals. 

HEALTH  INFORMATION  SYSTEMS 

Despite  the  rationale  presented  earlier  for  a  cautious 
approach  to  the  gathering  of  data,  health  planners  never- 
theless already  are  faced  with  pressures  to  participate  in 
and  even  establish  multi-purpose  comprehensive  data  syst«ns. 
The  MIT  -  Harvard  Joint  Center  project  for  the  preliminary 
design  of  a  health  information  system  for  Boston  is  but  one 
example  of  developments  occurring  nationally.   It,  therefore, 
is  necessary  for  this  Task  Force  to  clarify  the  role  of  the 
Comprehensive  Health  Planning  Agency  regarding  such  syst«ns 
and  the  policy  to  be  adopted  relative  to  the  input  of  state 
agency  data.   Before  turning  to  these  issues  it  would  be 
helpful  to  review  the  nature  of  health  systems  and  to 
indicate  the  varied  sources  which  potentially  could 
participate  in  such  an  enterprise.   The  Task  Force  has 
relied  heavily  upon  the  Joint  Center's  findings  in  this 
regard  and  the  briefness  of  the  following  discussion  is 
intended  to  avoid  duplicating  the  Joint  Center's  wide- 
ranging  final  report  of  February,  1969. 

It  generally  is  agreed  that  more  effective  use  of 
facilities  and  manpower  has  been  impeded  by  the  absence 
of  adequate  and  comprehensive  information.  A  health 
information  system  could  gather,  organize,  and  make 
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possible  the  efficient  coitimunication  of  data  on  health  and 
and  health  care«  Under  neutral  auspices  it  would  bring 
together  the  diverse  data  which  already  are^  or  should  be, 
collected  by  those  planning,?  coordinating^  providing  and 
studying  health  delivery  systems  in  forms  which  are  relevant 
and  helpful®   The  system  could  provide  the  basis  for  defining 
a  community's  health  profile^  it  could  measure  changes  in 
utilization  patterns^  it  could  identify  unmet  needs,  trace 
epidemiologic  patterns #  permit  evaluation,  etc*  Given  the 
multitude  of  benefits  which  could  accrue  from  such  a  system, 
what  have  been  the  issues  affecting  its  establishment? 

Four  basic  issues  stand  out  repeatedly  and  they  are 
cost,  availability  of  competent  personnel  and  appropriate 
equipment,  legal  issues  of  confidentiality,  and  the  manner 
of  controlling  the  system  by  its  suppliers  and  users*   The 
financial  costs  of  operating  health  information  systems 
vary  according  to  their  sophistication,  availability  of 
hardware,  reimbursonents  from  users,  etc,,  but  for  a 
metropolitan  area  costs  at  a  minimvim  generally  run  almost 
one  hundred  thousand  dollars  per  year»   Although  this  figure 
pales  into  insignificance  in  the  context  of  the  multi-million 
dollar  health  industry,  it  nevertheless  entails  a  sizable 
expenditure  of  new  funds »   The  proponents  of  a  health 
information  system  contend  that  the  appropriate  question 
to  be  asked  is  "why  not"  rather  than  "why"  spend  these 
funds  since  various  savings  and  benefits  will  accrue  from 
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the  system's  operations.  This  contention  remains  to  be 
proved,  however,  and  it,  therefore  has  been  difficult  to 
generate  the  financing  needed. 

Just  as  the  entire  health  industry  is  faced  with  a 
variety  of  personnel  shortages  and  technological  gaps  so 
must  a  health  information  system  cope  with  similar  constraints. 
Even  if  the  funds  were  available,  could  competent  professional 
and  nonprofessional  staff  be  recruited  to  operate  complex 
hardware?   There  seons  to  be  a  widespread  feeling  that 
technological  sophistication  has  outstripped  the  ability 
of  planners  and  programmers  to  effectively  use  available 
equipment. 

Despite  the  benefits  which  could  be  gained  by  planners 
and  clinicians  from  a  health  information  system  it  generally 
is  agreed  that  a  paramount  consideration  must  be  the  pro- 
tection of  confidentiality  for  both  the  public  and  con- 
tributors to  the  system.   If  this  concern  is  not  satisfied 
the  system  will  be  jeopardized  regardless  of  its  potential 
utility.   Prof.  Curran's  review  of  the  legal  considerations 
in  establishing  a  health  information  system  found  that  no 
serious  problems  are  presented  by  an  aggregated  data  system 
where  all  data  collected,  stored,  and  distributed  are  in 
suiranary  form.  Nevertheless,  the  problem  still  remains  for 
the  planner  as  to  whether  data  in  this  form  retain  sufficient 
flexibility  to  meet  his  specific  purposes  or  whether 
aggregated  data  are  overly  constrained. 
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The  final  issue  to  be  considered  is  that  of  the 
organizational  structure  for  operating  the  system.   Its 
control  is  as  troublesome  a  concern  as  the  technical  ones 
mentioned  earlier  and  often  this  is  the  primary  issue 
beclouding  obscure  discussions  of  the  technical  and 
financial  impediments  to  the  system's  development.  Just 
as  information  can  be  used  for  beneficial  purposes  so  can 
it  also  be  directed  tov/ard  corapetitive  aims  and  individuals 
and  agencies  thus  hesitate  to  expose  themselves  to  this 
possibility*   It  x^ell  behooves  the  developers  of  an 
information  system  to  pay  as  much  attention  to  the  politics 
of  its  establishment  and  control  as  to  its  financing  and 
operation.   We  may  otherwise  find  ourselves  in  the  position 
of  having  perfected  a  technically  sound  system  incapable 
of  attracting  the  necessary  inputs. 

In  spite  of  the  profound  problem  impeding  a  health 
information  system's  development,  under  appropriate  circum- 
stances it  has  been  possible  to  successfully  organize  and 
operate  such  an  enterpriseo   The  California  Health  Informa- 
tion for  Planning  Service  (CHIPS)  is  an  example  of  a  system 
designed  so  that  the  basic  suppliers  of  information  are 
the  primary  users.   Thus*  they  can  identify  the  information 
needed  for  decisions,  can  approve  the  forms  used  in  collecting 
data,  and  can  specify  the  manner  in  which  data  will  be 
reported  to  tharia   The  CHIPS  concept  also  recognized,  however. 
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that  significant  data  may  be  generated  by  non-users  of  the 
system  and  hence  the  enterprise  is  designed  to  take 
advantage  of  all  pertinent  available  information.   Applica- 
tion of  the  CHIPS  approach  is  particularly  relevant  to 
comprehensive  health  planning  since  it  includes  all  resources 
affecting  health  and  permits  each  user  to  generate  informa- 
tion of  interest  to  himself  as  well  as  to  other  users  of 
the  system. 

In  considering  the  development  of  a  health  information 
system  for  the  state  of  Massachusetts #  or  any  of  its  regions, 
it  is  quickly  apparent  that  there  are  numerous  agencies  and 
data  generating  facilities  that  potentially  could  participate 
in  it.   The  Joint  Center  has  published  a  working  paper  de- 
scribing sources  of  actual  and  potential  sources  of  health 
and  related  information  for  greater  Boston.   The  compilation 
permits  health  planners  to  select  the  specific  types  of 
data  they  see  as  ideally  needed  and  includes  information 
about  data  collection  dates,  machine  readibility,  etc. 
The  data  are  grouped  into  the  following  categories:   demographic 
and  general  area  data;  measures  of  disease  and  disability; 
measures  of  the  use  of  health  services;  health  manpower 
and  resources;  payment  for  health  services;  and  attitudes 
toward  health  services. 

Reference  was  made  earlier  to  the  issues  arising  from 
the  inclusion  of  state  agency  data.  That  this  category  is 


15 


vital  to  the  total  system  can  be  seen  from  the  "Directory 
of  State  Agencies  with  Research  and  Statistical  Units^" 
published  in  March  1969  by  the  Office  of  Planning  and  Pro- 
gram Coordinatione  Many  of  the  160  elements  of  state 
government  containing  research  and  statistical  activities 
potentially  could  contribute  materials  valuable  to  a  health 
information  system  and  it  is  thus  imperative  that  proper 
guidelines  be  established  for  their  inclusiona,   Present 
policy  of  the  Massachusetts  Executive  Office  of  Administration 
and  Finance  provides  that  information  be  supplied  only  to 
a  syst^n  in  which  state  agencies  have  the  opportunity  to 
participate  in  policy  formulation* 

After  considerable  deliberation,  analysis,  and  com- 
promising the  MIT  -  Harvard  Joint  Center  Advisory  Committee 
concluded  that  the  development  of  a  health  information 
syston  in  metropolitan  Boston  must  pass  through  a  series 
of  phases.  The  initial  step  would  be  the  development  of 
an  information  broker  system  which  would  identify  the 
potential  users  of  a  larger  system,  help  to  improve  their 
respective  data  bases,  and  hopefully  plan  computer  systens 
in  ways  to  promote  maximum  compatibility»  Exploratory  and 
developraental  activities  leading  toward  the  design  of  a 
more  complex  system  would  be  carried  forward  concurrently 
should  this  seem  indicated.  For  various  reasons  the 
Advisory  Committee  requested  the  Joint  Center  to  undertake 
the  establishment  of  the  broker  information  systan  for  a 
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limited  demonstration  period  during  which  permanent  auspices 

would  be  identified*   The  Committee  would  continue  to  supply 
major  policy  guidance  for  the  system  and  would  be  expanded 
to  include  heads-  of  major  state  agency  participants*  The 

Task  Force  concurs  with  this  carefully  phased  development 
of  an  information  system  and  in  view  of  the  opportunity 
afforded  state  agency  heads  to  participate  on  the  Advisory 
Committee  recommends  that  the  Joint  Center's  effort  to 
initially  develop  a  broker  systan  receive  the  full  support 
of  state  facilities o 


17 


SUMMARY 

Having  reviewed  the  factors  which  will  affect  the 
Comprehensive  Health  Planning  Agency's  ability  to  expand 
data  collection  activities  during  the  coming  years,  the 
Task  Force  offers  the  following  recommendations  in  the 
light  of  the  charges  originally  presented  to  it. 

1,  The  functions  of  the  Task  Force  in  exploring  data 
collection  for  comprehensive  health  planning  are  critical 
ones  and  a  similar  group  of  information  experts  should 
continue  these  deliberations  in  the  future* 

2,  The  starting  point  for  data  collection  should  be 

a  specification  by  the  Comprehensive  Health  Planning  Agency 
of  the  functions  which  it  will  be  required  to  perform.   This 
should  precede  the  assembling  of  traditional  and  nontraditional 
indices  » 

3»   The  Task  Forces  on  Services^  Facilities,  and  Man- 
power as  well  as  appropriate  consultants  should  be  requested 
to  describe  in  useful  detail  the  types  of  data  needed  to 
perform  the  planning  functions  of  concern  to  them  and  to 
report  them  back  to  a  Health  Information  Systems  Task  Force 
for  revieiiT  and  comment, 

4»  An  improved  understanding  of  data  collection  needs 
is  possible  through  the  refinement  of  mathematical  models 
of  the  health  system.  Funding  for  this  effort  should  be 
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sought  from  federal  or  state  sources  so  that  initial  steps 
can  be  undertaken  to  model  at  least  segments  of  the  health 
system. 

5®  Data  categories  which  promote  compatibilities  in 
definitions  and  formats  between  agencies  and  between 
information  systems  are  fundamental  to  effective  utilization 
of  the  materials  gatheredo  Consistent  procedures  should 
be  employed  in  the  state's  seven  regions  and  37  areas. 

6,  A  group  of  experts |,  eeg»,  a  subcommittee  of  the 
Advisory  Council #  should  develop  required  and  desirable 
data  criteria,  and  insofar  as  possible  uniform  reporting 
procedures,  which  could  be  used  in  the  review  of  various 
grant  applications »  The  criteria  developed  by  the  Advisory 
Council  should  be  widely  disseminated. 

7,  Data  collection  standards  and  requirements  of  the 
State  Agency  should  be  flexibly  administered  since  the 
relevant  parameters  of  state-region  relationships  and 
mutual  data  needs  require  further  clarification. 

8,  The  priority  for  studies  undertaken  through  State 
Agency  funds  should  be  upon  statewide  or  interregional 
concerns «  Regional  planning  bodies  should  be  encouraged 
to  undertake  studies  appropriate  to  their  particular  needs 
and  to  cooperate  with  the  State  Agency  in  joint  studies, 

9,  During  the  next  few  years  the  State  Agency  should 
avoid  duplication,  minimize  competition,  and  enhance  coordination 
with  existing  primary  data-collecting  agencies  by  utilizing 
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materials  already  available  through  themo  Contract  options 
and  joint  studies  should  be  undertaken  whenever  possible. 

lOe  Data  collection  personnel  in  various  state  programs 
should  be  brought  together  to  consider  their  mutual  informa- 
tion needs  so  that  improved  coordination  could  occur.   The 
Council  on  Social  Data  Syst®ns  could  be  a  possible  convening 
forxim* 

11.   The  initial  efforts  of  the  MIT  -  Harvard  Joint 
Center  for  Urban  Studies  to  establish  a  health  information 
broker  syst^  should  be  supported  with  the  understanding 
that  state  agency  heads  will  be  given  the  opportunity  to 
participate  on  the  program's  Advisory  Committee. 
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MASSACHUSETTS 
Comprehensive  Health  Planning  Agency 
Health  Services  Task  Force  Report 

I .   Introduction 

Kenneth  Boulding,  now  with  the  University  of  Michigan, 

has  pointed  out  that  every  major  institution  within 

Western  tradition  is  in  our  time  being  questioned,  and 

he  expresses  the  concept  that  it  is  the  "legitimacy  of 

institutions  that  is  being  questioned."   Of  the  fact  that 

there  is  a  crisis  in  American  health  care  there  is  little 

doubt.   A  National  Advisory  Commission  recently  stated? 

There  is  a  crisis  in  American  health  care.   The 
intuition  of  the  average  citizen  has  foundation 
in  fact.   He  senses  the  contradiction  of  increasing 
employment  of  health  manpower  and  decreasing  per- 
sonal attention  to  patients.   The  crisis,  however, 
is  not  simply  one  of  numbers.   It  is  true  that 
substantially  increased  numbers  of  health  manpower 
will  be  needed  over  time.   But  if  additional  per- 
sonnel are  employed  in  the  present  manner  and 
within  the  present  patterns  and  "systems"  of  care, 
they  will  not  avert,  or  even  perhaps  alleviate, 
the  crisis.   Unless  we  improve  the  system  through 
which  health  care  is  provided,  care  will  continue 
to  become  less  satisfactory,  even  though  there 
are  massive  increases  in  cost  and  in  nvimbers  of 
health  personnel.! 


1.   Report  of  the  National  Advisory  Commission  on  Health 
Manpower,  November,  1967,  p.  2. 


Dr.  E.  Richard  Weinerman  of  the  Yale  University  School 

of  Medicine  says: 

The  system  is  now  geared  to  the  dramatic  conquest 
of  the  acute  affliction;  the  wonder  drugs,  the 
master  surgery  and  the  astute  analyses  are  separately 
offered  in  the  free  and  open  market?  "patient," 
"diagnosis,"  and  "specialist"  are  the  well-defined 
entities  in  the  lexicon  of  current  medical  care. 

One  thing  only  is  wrong  with  this  model o   It  doesn't 
work  very  well ... .Required  now  are  radically  new 
forms  for  the  delivery  of  our  marvelous  technology 
and  wholly  new  content  in  the  approach  to  the  pro- 
tection of  health.   Whatever   the  form  of  such 
change,  the  emphasis  must  be  on  person,  health 
and  team — rather  than  patient,  diagnosis  and 
specialist, ^ 

Reactions  are  not  limited  to  national  commissions  or 
academia.   In  a  recent  cover  story,  Time  magazine  observed 
that  "growing  numbers  of  patients,  the  consumers  of  Ameri- 
can medicine,  are  asking  questions  that  range  from  mildly 

nagging  to  openly  angry"  about  the  way  medical  services 
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are  provided  today.   In  this  article   it  is  suggested 

that  the  reason  why  American  medicine  has  failed  to  live 
up  to  its  wondrous  potential  is,  quoting  Dr.  Phillip  Lee, 
former  health  director  of  the  Department  of  Health,  Educa- 
tion and  Welfare,  that 


Weinerman,  E,  Richard,  M.D. ,  Social  Demands  Upon  the 
Health  Care  Delivery  System- — Response  of  the  University 
Medical  Center,  (mimeo.  paper.  Association  of  American 
Medical  Colleges)  Atlanta,  Georgia,  September,  1968,  p.  2, 
Time.  February  21,  1959,  p.  53. 


the  United  States  has  no  system  for  the  delivery 
of  medical  care.   To  talk  of  the  present  system 
is  ridiculous  because  it  is  a  'non-system'.... 
The  indirect  but  basic  reason  for  this  is  that 
medicine  is  the  only  big  business  in  which  the 
ultimate  consumer  has  no  control  over  what  he  buys. 

Another  of  the  mass-media  magazines.  Look,  in  a  dramatic 

article  entitled  "The  Revolution  in  Medicine"  says: 

Americans  boast,  'We  have  the  best  medical  care  in 
the  world.'   We  don't.   Our  health  record  ranks 
below  many  other  nations.   We  excel  only  in  the 
cost  of  our  medical  bills.   At  fault  is  our  double 
standard  in  medical  service.   For  the  poor,  it's 
charity  medicine — often  cold,  impersonal,  ineffec- 
tive.  For  the  rest  it  is  f ee-for-service  treat- 
ment— varying  in  quality  from  excellent  to  inferior. 
Under  newly  enacted  health  laws,  everyone  can  get 
the  same  care.   Is  this  socialized  medicine?   How 
good  will  it  be?'* 

There  is  then  considerable  questioning  about  the  pro- 
vision of  medical  care  in  this  country.   Continuing  inequi- 
ties and  present  inadequacies  have  entered  into  the  moral 
consciousness  of  the  nation,  transforming  a  previously 
unsatisfactory  situation  into  a  social  problem. 

The  attack  upon  this  social  problem  crystallized  with 
the  passage  of  P.L.  89-7  49  -  the  "Partnership  for  Health" 
bill.   Now  the  nation  and  the  Commonwealth  are  engaged  in 
an  enterprise  designed  "to  promote  the  highest  level  of 
health  attainable  for  every  person,  in  an  environment 
which  contributes  positively  to  healthful  individual  and 


4.   Look,  March  21,  1969,  p.  35. 
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family  living."   This  legislation  is  intended  to  broaden 
and  add  flexibility  to  health  services  for  people  in  their 
conununitieSo   It  represents  a  concerted  effort  on  the  part 
of  the  federal  government  to  consolidate,  coordinate,  and 
integrate  parallel  large  scale  health  and  health  related 
programs  at  the  state  and  local  levels. 

The  Health  Services  Task  Force  of  the  Advisory  Council 
of  the  State  Office  of  Comprehensive  Health  Planning  is  one 
of  the  working  groups  charged  with  the  following  respon- 
sibilities: definition  of  specific  problems  and  issues 
for  study,  help  in  the  structure  and  process  of  data  collec- 
tion, the  consideration  of  possible  alternative  policies 
and  programs  re  health  services,  and  the  development  of 
some  guidelines  felicitous  to  the  improvement  of  the  deliv- 
ery of  health  services  to  all  the  people  of  the  Common- 
wealth. 

In  its  initial  meetings  the  task  force  considered  the 
development  of  a  schematic  approach  to  its  task,  and 
attempted  to  develop  analytic  methods  of  viewing  the  deli- 
very of  health  services  by  region  throughout  the  Common- 
wealth.  This  required  the  consideration  of  a  variety  of 
conceptual  models  of  health  services  delivery  systems,  or 
at  least  the  development  of  a  list  of  the  elemental  com- 
ponents of  minimal  to  adequate  health  service  systems. 
It  soon  became  apparent  that  this  task  required  an  informa- 
tional input  which  was  not  available  at  this  time.   The 


task  force  wisely  proposed  that  a  shift  from  the  substance 
of  planning,  i.e.  model  building,  to  the  form  of  planning  - 
that  is  the  development  of  guidelines,  and  recommendations 
for  the  development  of  an  in-depth  action-planning  apparatus 
was  in  order. 

To  understand  the  health  needs  of  a  population  as  that 
population  perceives  them,  to  have  information  as  to  health 
service  resources  which  are  available  or  should  be  available 
to  those  populations,  and  then  to  go  beyond  this  to  the 
development  of  new  patterns  of  service  delivery  (compre- 
hensive health  care  systems)  which  result  from  the  joint 
enterprise  of  all  of  the  partners  in  the  "Partnership  for 
Health  Program"  became  the  goal  of  the  task  force.   These 
goals  were  perceived  as  being  more  achievable  than  those 
initially  set  and  also  quite  adequately  conform  to  the 
charge  of  the  task  force, 

II.   Background 

Before  proceeding  to  some  of  the  specific  issues  and 
problems  which  the  task  force  considers  appropriate  for 
further  study  by  the  state  Office  of  Comprehensive  Health 
Planning,  we  suggest  some  background  material  may  be  useful. 
We  will  Tiake  note  of  some  of  the  trends  mentioned  by  the  task 
force  membership  during  their  deliberations,  as  these  may 
prove  to  be  useful  indicators  and  should  therefore  be  taken 


into  account. 

It  is  a  matter  of  history  and  interest  to  note  that 
health  services  in  our  country  arose  as  ad  hoc  responses 
to  very  specific  needs,  each  emerging  in  response  to  a 
need  not  yet  satisfied.   They  evolved  into  an  intricate  net- 
work of  special  public  health  responsibilities^  special 
institutions,  and  many  medical  and  paramedical  specialties. 
A  meaningful  generator  of  contemporary  changes  has  been, 

and  is,  the  growing  expectation  that  everyone  is  entitled 
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to  good  medical  care  regardless  of  economic  status. 

Such  concepts  as  "health  care,  "continuity  of  care" 

and  "community  health  service  systems"  are  themselves  of 

relatively  recent  vintage.   For  instance,  early  hospitals 

and  mental  institutions  housed  the  sick  poor  and  mentally 

ill  with  treatment  and  care  conceived  of,  if  at  all,  as 

secondary  considerations.    Traditionally,  patient  care 

was  on  an  interpersonal  basis  between  the  patient  and  his 

physician,  who  practiced  alone,  and  the  family  assumed 


5.  See  Morris,  Robert.   "Governmental  Health  Programs 
Affecting  the  i^erican  Family:  Some  New  Dimensions 
for  Governmental  Action, "  Journal  of  Marriage  and  the 
Family,  February,  1957, 

6.  DeNobile,  Vincent  J.   "Repairing  Poor  Health-Hospitals," 
Proceedings s   Orientation  Conference  for  the  New  Hampshire 
Advisory  Health  Council,  Office  of  Comprehensive  Health 
Planning,  May,  1968.  p.  84. 


primary  responsibility  for  providing  nursing  care  in  the 
home.   Barely  fifty  years  ago,  surgery  was  performed  at 
home  and  it  was  not  until  1917  that  the  Massachusetts 
General  Hospital  first  made  provisions  for  people  who 
could  pay.   Generally,  the  period  extending  from  World 
War  I  to  the  present  has  witnessed  the  growth  of  institu- 
tionalization in  medicine,  giving  rise  to  standards, 
accrediting    agencies,  related  professions,  and  such  con- 
cepts as  "medical  care  delivery  systems." 

Today  we  are  in  a  period  of  rapid  and  accelerating 
social  change  which  is  altering  relationships  within  and 
among  medical  and  health  care  components  and  the  consumers 
of  medical  services.   An  eminent  physician  summarized  his 
thinking  regarding  imperatives  conducive  to  change  in 
medical  practice  as  follows: 

The  things  that  have  tended  to  develop  organization 
of  medical  care  are:   the  growth  of  specialism  and 
the  resultant  interdependence  of  the  various  disci- 
plines; the  centripetal  force  of  scientific  tech- 
nology which  concentrates  higher  knowledge  and 
specialized  techniques  in  centers;  the  rise  of  the 
hospital  as  a  center  of  medical  professional  ser- 
vice in  its  clinics  and  emergency  rooms;... the 
anticipation  of  economics  in  time  and  money  and 
the  uplift  of  quality  medical  services  in  group 
or  center  practice.'^ 


7.   Charles  I.  Hudson,  M.D.,  "Health  Problems  in  a  Changing 
World,"   Papers  from  the  Fifth  Annual  Institute  for 
Health  Staffs  of  Health  and  Hospital  Planning  Agencies. 
University  of  Chicago,  December,  1967,  p.  4. 
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We  note  that  the  quality  and  quantity  of  available 
medical  services  are  becoming  increasingly  dependent  upon 
the  coordination  of  the  activities  of  the  physician  and  a 
host  of  professional,  para-professional,  and  technical 
skills.   "While  hospitals  have  been  organized  to  combine 
those  skills  in  the  care  and  treatment  of  the  patient, 
appropriate  arrangements  for  the  combination  of  professional 
and  related  skills  in  the  provision  of  care  outside  the 
hospital  have  yet  to  be  fully  developed  and  provided  in 
communities. . .We  have  come  to  know  more  about  prevention 
and  treatment  of  diseases,  about  rehabilitation,  and  this 
knowledge  has  led  to  a  broadening  of  public  responsibility 
for  assuring  access  to  care  by  reducing  financial  barriers 

Q 

to  care."    All  of  these  elements,  in  combination  with 
increased  population  mobility,  the  rediscovery  of  poverty, 
the  as  yet  unfolding  consequences  of  pre-payment  and  third 
party  payment  mechanisms,  and  the  critical  shortages  in 
medical  personnel,  press  upon  limited  medical  resources  and 
traditional  concepts  and  methods. 

With  the  foregoing  in  mind,  we  turn  now  to  the  trends. 


8,   See:  Mushkin,  Selma  J.   "Health  and  Hospital  Expendi- 
tures of  State  and  Local  Governments;   1970  Projec- 
tions,  Chicago,  the  Council  of  State  and  Local 
Governments,  1966. 
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III.   Trends 


A.  Individual  Health  Expectations  and  "Effective 
Demand" 

Scientific  advances,  education,  communications 

media,  and  insurance  companies  have  stimulated 

the  health  expectations  of  individuals.   An 

attitude  of  entitlement  now  characterizes  the 

individual's  relation  to  good  health  care.   The 

phenomenal  rises  in  personal  expenditures  for 

health  care  and  in  health  insurance  and  third 

party  payment  plans  indicate  that,  while  need 

may  be  hard  to  define,  "effective  demand"  on  the 

part  of  consiomers  is  increasing. 

B.  Population  Changes 

The  heaviest  per  capita  users  of  health  services 
are  the  young  and  the  elderly,  and  their  percen- 
tages of  our  population  continue  to  increase.   In 
Massachusetts  by  1975,  15.4%  of  the  population 
will  be  60  or  older,  and  the  preschool  population 
is  expected  to  be  10.7%.   Therefore,  the  demand 
for  care  for  chronic  illness  and  pre-school 
medical  service  programs  can  be  expected  to 
increase.   Another  demographic  factor  is  the 
urban/suburban  geographic  trend  with  its  con- 
sequences for  the  patterning  of  medical  resources. 
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C.  Changes  In  Nature  of  Illness  and  Its  Perceived 

With  the  conquest  of  communicable  diseases, 
focus  is  shifting  to  new  challenges  such  as 
chronic  illness  and  the  effects  of  drug  abuse 
and  environmental  pollution.   For  example,  there 
has  been  a  nationwide  decline  in  acute  illness, 
there  having  been  260  incidents  of  acute  illness 
per  hundred  perons  in  1957,  and  only  190  such 
incidents  per  hundred  persons  in  1967.   However, 
there  has  been  a  rise  in  the  percentage  of  the 

total  population  afflicted  with  chronic  illness 

9 
from  41.4%  to  49.1?4  during  the  same  period. 

At  the  same  time,  the  perceived  consequences  of 

illness  today  have  been  enlarged  to  include  not 

only  death,  but  reduced  productivity  and  prolonged 

disability,  thus  stimulating  an  increased  concern 

for  rehabilitation  and  preventive  care. 

D.  Increasing  Institutionalization  of  Health  Care 
The  increasing  institutionalization  of  health 
care  is  manifested  in  the  following:   the 
increasing  use  of  office  and  clinic  visits, 
rather  than  home  visits,  the  decline  in  the 


9.   National  Center  for  Health  Statistics,  Series  10, 
Numbers  44  and  51. 
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percentage  of  physicians  in  private  practice 
(86%  in  1931,  63%  in  1964)"'"°  and  the  increasing 
percentage  in  group  practice,  the  growth  of  the 
hospital  as  the  chief  locus  of  care  (indicated 
by  the  phenomenal  increase  in  the  number  of  people 
who  go  directly  to  the  hospital  rather  than  to 
the  physician's  office),  and  the  increasing  impor- 
tance of  the  nursing  home.   Institutionalization 
is  fostered  by  the  patients'  "department  store 
approach"  to  seeking  care,  i.e.  wanting  every- 
thing in  one  place. 

E.  Development  of  Organizational  Technology 
Different  kinds  of  organizational  technology  are 
being  developed  which  make  possible  a  restruc- 
turing of  the  delivery  system.   These  include 
things  like  electronic  monitoring  equipment  for 
intensive  care  units,  telediagnosis  systems,  and 
mobile  medical  team  facilities  for  home  health 
care  services. 

F.  Enlarged  Public  Payments  and  Third  Party  Payment 
Arrangements 

The  consequences  of  the  increased  use  of  public 

payment  and  third  party  payments,  for  hospital 

and  medical  care  are  still  unfolding,  but  already 


10.   Coggeshall,  L.T.  Planning  for  Medical  Progress  Through 
Education,  Part  III,  p.  22. 
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are  requiring  a  new  focus  by  public  and  private 
agencies  on  standards  -  standards  on  eligibility 
and  access,  and  on  the  quality  and  utilization  of 
care.   Further,  the  phenomenal  rise  in  health 
insurance  and  third  party  payment  plans  has  been 
cited  as  the  most  important  cause  of  the  increased 
demand  for  better  and  more  comprehensive  health 
care.   An  estimated  77.5%  of  U.S.  families  are 
now  covered  by  some  kind  of  health  insurance, 

and  there  are  1800  organizations  now  in  the  field 

12 
of  health  insurance  throughout  the  country. 

G.   Increase  in  Range  of  Services  for  Mentally 
Retarded  and  Mentally  111 

There  is  an  increasing  range  of  services  available 
to  the  mentally  retarded  and  the  mentally  ill 
through  community  hospitals  and  in  the  private 
sector,  in  addition  to  those  previously  available 
through  public  agencies.   For  the  retarded,  these 
include  such  things  as  day  care,  foster  care, 
preschool  clinical  nurseries;  and  for  the  men- 
tally ill,  such  things  as  early  intervention  in 


11.  National  Center  for  Health  Statistics,  Series  10, 
Number  42,  Estimate  based  on  sampling  techniques  used 
1962-1963. 

12.  Coggeshall,  Op.  cit.  p.  18. 
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primary  school,  home  care,  and  outpatient  clinics 
serving  adolescents  suffering  effects  of  drug 
abuse. 

H.   Rising  Costs  and  Personnel  Shortage 

The  costs  of  the  construction,  modernization,  and 
operation  of  health  facilities,  and  the  costs  of 
personnel  and  the  charges  of  hospital  daily  ser- 
vices are  all  on  the  rise.   For  example,  the  con- 
struction cost  for  both  general  hospitals  and  nur- 
sing homes  has  increased  58%*  from  1960  to  May, 
1969.   In  addition,  long  term  government  bonds, 
in  terms  of  the  cost  of  borrowing  money  for  this 
construction,  has  risen  from  3.66%  in  1959  to 
5.93%  as  of  May  1969.   At  the  same  time  there  is 
a  felt  shortage  of  all  kinds  of  health  manpower 
which  cannot  be  met  by  any  foreseeable  recruit- 
ment alone;  hence,  a  trend  toward  alternative 
patterns  of  personnel  utilization  for  increased 
efficiency. 

J.   Federal  Funding 

The  federal  government,  which  played  the  dominant 

role  in  medical  research  since  World  War  II,  is 

now  shifting  its  emphasis  from  research  to  the 

'Source:   Bureau  of  Building  Construction,  Commonwealth 
of  Massachusetts  -  Memo  dated  May  22,  1969. 
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delivery  of  health  care.   As  federal  money  is 
increasingly  channeled  to  support  the  delivery 
of  care,  the  locus  of  influence  in  medicine  will 
become  increasingly  community-based. 

J.   Partnership 

The  notion  of  a  partnership  between  the  public 
and  the  private  sectors,  between  consumers  and 
providers,  and  among  the  various  levels  of  govern- 
ment contributes  to  and  reflects  the  trend  toward 
decentralization  and  shared  decision-making  in 
the  field  of  health  services. 

K.   Continuity  and  Comprehensiveness 

There  is  growing  supp>ort  in  the  health  field  for 
the  concepts  of  continuity  and  comprehensiveness 
in  health  care.   Health  for  the  first  time  is  now 
being  considered  as  a  totality,  including  not 
only  physical  health,  but  mental  health  and 
environmental  health  as  well. 

L.   Governmental  Assumed  Responsibilities 

Government  has  extended  its  responsibility  in  the 
field  of  health  care  to  include  the  following  areas 
in  the  course  of  time:   (a)  the  physical  environ- 
ment through  public  health  services;  (b)   organiza- 
tion and  support  of  programs  meeting  the  needs  of 
persons  with  long-term,  disabling  conditions. 
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such  as  cancer,  mental  disorders;  (c)  certain 
health  maintenance  services  such  as  maternal  and 
child  care  and  school  health  programs;  and  (d) 
promotion  of  the  development  and  application  of 
medical  skills  through  financing  construction  and 
operation  of  health  facilities,  medical  research 
and  medical  education.   With  the  advent  of  Medi- 
care and  Medicaid,  the  federal  and  state  govern- 
ments are  now  significantly  involved  in  the 
financing  of  health  care,  specifically  through 
the  application  of  insurance  or  prepayment  prin- 
ciples to  the  risks  and  costs  of  illness.   In 
Massachusetts,  the  projected  budget  for  fiscal 
1970  reflects  the  government's  heavy  involvement 
in  the  health  field:   health  expenditures  will 
amount  to  33%  of  the  total  -  up  from  30%  a  year 
ago. 

IV.   Problems  and  Guidelines  to  Solution 
A.   Comprehensive  Health  Care 
1.   Definition 

If  the  changing  health  needs  of  our  popula- 
tions are  to  be  met,  a  coherent  strategy  for 
the  organization  and  delivery  of  health 
services  needs  to  be  developed.   The  State 
and  Territorial  Comprehensive  Health  Plan- 
ning agencies  of  the  nation  are  charged  with 
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the  responsibility  of  developing  a  plan  which 
will  help  make  good  medical  care  available  to 
the  population. 

The  National  Advisory  Commission  on  Health 

Facilities  formulated  a  concept  of  comprehensive 

13 
health  care  systems   which  this  task  force 

considered  valuable  as  a  guide  for  the  develop- 
ment of  such  systems  in  the  Commonwealth.   Com- 
prehensive health  care  is  defined  as  "a  system 
of  services,  for  individuals  and  families, 
including  four  essential  components: 

-  health  education 

-  personal  preventive  services 

-  rehabilitative  and  restorative 
services 

-  diagnostic  and  therapeutic  services. " 
The  commission  expressed  the  belief  that 

health  activities  in  the  United  States  have 
progressed  to  a  point  that  the  nation  can 
realistically  work  toward  developing  systems 
of  comprehensive  health  care  -  systems  of 
high  quality  that  emphasize  both  initial  and 


13.   National  Advisory  Commission  on  Health  Facilities, 
December,  1968,  pp.  7-17. 
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continuing  care,  and  systems  which  are  acces- 
sible and  available  to  the  entire  population. 

2.  Guidelines 

The  guidelines  offered  by  the  commission  cire: 

Health  care  systems  should  combine  pri- 
vate and  public  responsibility.   Facili- 
ties and  systems  will  vary  from  community 
to  community  in  accordance  with  local 
capacities  and  local  needs,  but  some 
guiding  principles  should  govern  the 
effort  to  develop  effective  and  efficient 
health  care  systems: 

1.  These  systems  should  be  organized 
to  assure  appropriate  points  of  entry  into 
and  continuity  of  health  care  services. 

2.  Every  citizen  should  have  ready 
access  to  quality  health  care. 

3.  States,  regions,  local  communities, 
and  all  health  institutions  should  carry 
out  continuous  planning. 

4.  Both  those  who  provide  and  con- 
sume health  services  should  participate 
in  the  decisions. 

5.  All  levels  of  health  care  should 
be  interdependent. 

3.  Principles 

There  is  no  doubt  that  comprehensive  health 
care  systems  will  vary  in  response  to  local 
circumstances  such  as  geography,  population 
density,  and  economics.  But  certain  common 
principles  should  guide  the  development  of 
these  systems.  These  principles  are: 
a.   "COMPREHENSIVE  HEALTH  CARE  SYSTEMS 

SHOULD  BE  ORGANIZED  TO  ASSURE  APPRO- 
PRIATE POINTS  OF  ENTRY  AND  CONTINUITY 
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OF  HEALTH  CARE." 

To  carry  out  this  principle,  systems  should: 

(1)  Conduct  case-finding,  anticipate  health 
problems,  and  prevent  illness  whenever 
possible; 

(2)  Improve  communications,  transportation, 
and  coordination  among  various  compo- 
nents; and 

(3)  Improve  distribution  of  points  of  entry. 
"EVERY  CITIZEN  SHOULD  HAVE  READY  ACCESS  TO 
QUALITY  COMPREHENSIVE  HEALTH  CARE." 

This  implies  the  elimination  of  the  eco- 
nomic barriers  to  good  health  services; 
but  geographic,  cultural,  educational  and 
social  barriers  must  also  be  considered. 
"STATES,  REGIONS,  LOCAL  COMMUNITIES,  AND 
HEALTH  AGENCIES  AND  INSTITUTIONS  SHOULD 
PLAN  ON  A  CONTINUING  BASIS  FOR  COMPRE- 
HENSIVE HEALTH  CARE." 
The  job  of  the  planning  agency  is  to 
evaluate  needs,  assess  resources,  define 
goals  and  objectives,  evaluate  alterna- 
tive solutions,  and  establish  priorities. 
It  is  a  job  too  big  for  any  single  organiza- 
tion; therefore,  all  relevant  institutions 
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should  interact  as  a  "community  of  solu- 
tion. 

d.  "THERE  SHOULD  BE  COMMUNITY  RESPONSIBILITY 
WITH  BOTH  CONSUMER  AND  PROVIDER  PARTICI- 
PATING IN  DECISIONS." 

The  arena  of  decision-making  must  encom- 
pass the  broader  community  interest  as  well 
as  that  of  the  providers,  and  this  is  man- 
dated by  the  enabling  legislation. 

e.  "THE  INTERDEPENDENT  LEVELS  OF  HEALTH  CARE 
SERVICES  MUST  BE  COORDINATED." 

The  three  levels  of  health  care  -  primary, 
intermediate  specialty,  and  advanced 
specialty  care,  can  best  be  integrated 
into  functional  systems  of  comprehensive 
care  through  regionalization  of  resources. 
(1)   Primary  care  would  provide  coordination 
of  care,  personal  and  family  health 
services,  preventive  care,  rehabili- 
tative care,  most  care  of  illness, 
proper  referrals  to  specialized  facilities 


14.   See  Health  is  a  Community  Affair,  National  Commission 

on  Community  Health  Services,  Harvard  University  Press, 
Cambridge,  1956,  p.  4. 
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and  services,  and  health  education  at  the 
point  of  entry  into  the  health  care  system. 

(2)  Intermediate  specialty  care  is  usually 
required  when  the  nature  of  the  illness 
is  serious  or  complicated;  it  includes 
specialized  medical  practice,  facilities 
and  services. 

(3)  Advanced  specialty  care  is  generally 
provided  when  patients  are  referred 
because  of  (1)   difficult  diagnosis 
or  a  rare  disease  or  illness;   (2) 
the  manpower  or  technical  resources 
required  for  treatment  are  relatively 
scarce. 

These  levels  of  care  are  not  to  be  seen 
as  separate  entities,  and  should  be  related 
to  one  another  in  terms  of  geographic  areas 
and  populations  to  be  served.   Regionaliza- 
tion  can  be  seen  as  a  significant  considera- 
tion. 
B.   Process  for  Determining  Needs  and  Resources 

Preseumably,  the  raison  d'etre  of  comprehensive 
health  planning  is  that  the  existing  allocation  of 
resources  to  and/or  within  the  health  sector  does 
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not  satisfy  the  basic  health  needs  (wants)  of  the 
population  as  the  population  perceives  them  as 
well  as  alternative  allocations  could  or  would. 
Viewed  in  this  context,  the  appropriate  direction 
of  health  planning  is  delineated  by  the  very  pur- 
pose of  its  existence. 

Certain  basic  prerequisites  are  suggested  by 
this  consideration.   If  in  fact  health  planning 
came  into  being  because  the  existing  framework  was 
doing  less  than  an  adequate  job  of  satisfying  the 
health  needs  of  the  population, and  if  the  percep- 
tion of  the  members  of  the  population  are  in  fact 
to  count,  then  a  necessary  condition  for  planning 
is  to  gain  an  understanding  of  the  health  needs 
(wants)  of  the  population  as  they  are  perceived 
by  the  pKjpulation.   The  next  step  is  similarly 
predesigned.   It  is  necessary  to  know  what  resources 
are  presently  available  and  what  resources  are 
potentially  available.   Finally,  answers  must  be 
found  to  the  question  of  how  those  available 
resources  can  be  allocated  to  do  a  better  or  more 
adequate  job  of  satisfying  the  population. 

From  these  basic  considerations  a  process 
seems  to  evolve.   The  process  has  three  major 
components.   First,  it  is  necessary  but  not  suffi- 
cient to  determine  the  health  needs  or  wants  of 


22 


the  population.   Second,  it  is  necessary  but  not 
sufficient  to  have  essentially  an  inventory  of 
resources.   Third,  it  will  be  necessary  to  develop 
new  or  alternative  allocations  to  provide  for  more 
adequate  satisfaction  of  the  population  needs  and/or 
wants. 

It  should  not  be  necessary  to  emphasize  that 
the  real  payoff  comes  from  the  third  phase.   In 
fact,  if  either  or  both  of  the  first  phases  is 
completed  and  the  third  phase  is  not,  then  the 
situation  will  necessarily  be  worsened  since  some 
of  the  scarce  resources  will  be  used  up  in  gathering 
information  and  will  not  be  available  to  provide 
health  services.   Hence,  information  gathering  is 
not  and  should  not  be  an  end  in  itself.   Too  often 
planning  agencies  have  acted  as  if  their  function 
was  to  gather  data  as  an  end.   This  should  be 
avoided  without  compromise. 

On  the  other  hand,  it  is  not  in  keeping  with 
the  real  objective  of  health  planning  to  avoid  or 
shortchange  the  first  two  phases.   That  is  why 
they  are  classified  above  as  necessary  but  not 
sufficient. 

In  the  last  analysis  comprehensive  health 
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planning  will  be  as  successful,  or  unsuccessful, 
as  good  or  bad,  as  the  planning  agency's  capacity 
to:  first,  gain  an  understanding  of  the  preferences 
of  the  population  regarding  health  services;  second, 
determine  the  availability  of  resources  to  provide 
health  services;  and  third,  to  effect  a  change  in 
the  outcome  by  stimulating  the  development  of  new 
and  innovative  organizations,  delivery  systems,  and 
combinations  thereof. 

The  process  begins  by  gathering  information 
about  the  particular  groups  of  people  to  be  served. 
To  assist  the  development  of  effective  systems  of 
comprehensive  health  care,  these  data  should: 

1.  Measure  health  status  of  the  people 
in  the  planning  area; 

2.  Describe  available  health  resources 
and  their  relationships  to  each 
other; 

3.  Assess  requirements  for  health  ser- 
vices not  now  provided;  and 

4.  Project  future  trends  to  guide  sys- 
tems development . 

C.   Development  of  an  Action  Planning  Apparatus 

P.L.  89-749  provides  for  the  establishment 
of  State  and  areawide  (regional)  comprehensive 
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health  planning  agencies.   These  agencies  are  the 
key  structural   elements  for  comprehensive  health 
planning  and  are  charged  with  the  responsibility 
of  developing  "comprehensive  health  services."   In 
order  to  achieve  this  goal  these  agencies  must 
develoo  organizationally,  display  organizational 
and  technical  competence,  and  initiate  the  process 
outlined  above. 

The  Health  Service  Task  Force  feels  that  a 
structure  needs  to  be  created  which  will  allow  for 
the  kinds  of  inter-organizational  cooperation 
indicated  as  necessary  to  achieve  what  is  antici- 
pated of  comprehensive  health  planning.   Specifi- 
cally a  plan  designed  to  derive  information  on 
health  needs,  resources,  and  services  as  perceived 
by  the  various  components  of  the  Partnership  for 
Health  program  in  the  Commonwealth  should  be 
developed  under  the  aegis  of  the  State  Office  of 
Comprehensive  Health  Planning.   Community,  area, 
regional  and  state  oriented  consumers  and  pro- 
viders from  the  official,  private  and  voluntary 
sectors  of  health  and  health  related  agencies  and 
organizations  should  be  involved.   This  plan, 
which  would  implement  the  fact-finding  process 
mentioned  above  as  an  initial  planning  activity 
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should  consider  the  following  points: 

1.  The  structure  and  design  of  information 
or  data  retrieval  programs  should  be 
determined  by  the  function  which  the 
agency  wishes  to  perform.   Neither  the 
technology  of  data  collection  or  the 
demand  of  specific,  discreet  elements  of 
the  health  care  system  should  impede  or 
defer  the  agency  from  the  more  holistic 
approach  of  determining  its  planning  goals 
and  program  priorities,  be  they  organiza- 
tional or  operational. 

2.  The  plan  should  be  developed  by  the  State 
Agency  but  should  be  implemented  by  the 
regional  comprehensive  health  planning 
agencies  314(b). 

3.  The  plan  should  take  into  consideration 
the  differing  functional  responsibilities 
and  competencies  as  between  State,  regional, 
and  areawide  agencies. 

4.  The  feasibility  and  time  limitations 
should  be  considerations  in  the  develop- 
ment of  the  plan. 

5.  The  plan  or  data  retrieval  design  should 
be  accompanied  by  the  organizational  and 
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functional  schema  of  the  program. 
6.   The  elements  of  the  health  services  of 
any  regional  plan  about  which  additional 
data  may  be  required  are:   organization 
and  supply  of  services,  utilization, 
quality,  technology,  and  costs  and 
financing. 
Above  and  beyond  these  concerns  about  a  pro- 
cess of  information  gathering,  this  procedure  will 
have  ongoing  outcomes  in  the  form  of  a  continuing 
planning  apparatus  which  can  be  utilized  over 
time  for  other  programs  and  operations  of  com- 
prehensive health  planning.   Some  guidelines  for 
ongoing  planning  and  coordination  were  therefore 
developed  by  the  task  force. 
D.   General  Guidelines  for  Ongoing  Planning  and 
Coordination 
1.   The  Problem  and  Need 

Health  services  require  planning  and 
coordination  by  state,  regional  and  community 
resources  because  of  the  scope  and  complexity 
of  these  fields  and  also  because  of  the  emphasis 
on  locally  relevant  services.   Planning  and 
coordination  of  services,  regardless  of 
administrative  patterns,  should  be  done  in 
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a  way  that  assures  ultimate  service  to  the 
individual . 

A  functionally  linked  network  of  services 
that  enables  an  individual  to  receive  the  kind 
of  care  he  needs  when  he  needs  it  does  not  exist. 
Some  areas  of  the  State  offer  an  impressive 
array  of  services.   Conversely,  other  areas 
have  extremely  limited  services  due  to  lack  of 
funds,  an  insufficient  population  base,  and 
lack  of  demonstrable  need,  interest,  personnel, 
and  other  factors. 

VThether  concerned  about  coordinating 
existing  services  or  developing  new  services, 
the  following  are  some  complicating  adminis- 
trative factors  which  must  be  considered: 

-  Services  may  originate  from  a  variety  of 
private,  public,  and  voluntary  resources 

-  Different  professional  groups  providing 
services  have  varying  orientations, 
methods,  and  goals. 

-  Each  program  also  has  its  own  specific 
responsibilities  and  objectives. 

-  Public  programs  are  administered  by  a 
number  of  different  levels  of  government 

-  Services  may  be  provided  within  differing 
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geographic  boundaries 

-  Many  formal  and  informal  local,  area, 
state  and  regional  planning  and  coordi- 
nating devices  have  been  developed.   The 
state  and  areawide  comprehensive  health 
planning  agencies  are  the  first  to  be 
charged  with  the  broad  responsibility 

of  looking  at  total  health  services. 

-  Voluntary  groups  concerned  with  planning 
often  lack  representation  from  the 
resources  responsible  for  carrying  out 
programs. 

Therefore:   At  both  regional  and  State 
levels,  ongoing  broad-scale  study  and  planning 
for  health  services  must  be  developed  to  insure 
a  fully  coordinated  and  integrated  spectrum  of 
services. 
2.   Levels  of  Planning  Activity 
a.   State 

The  state  agency  should  study  and  make 
recommendations  regarding  the  broad  issues 
and  policies  involved  in  the  development 
of  health  and  health  related  programs  and 
services  for  all  the  people  of  the  State 
or  certain  whole  classes  of  persons  or 
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institutions,  activities,  or  resources. 
State  level  planning  would  include: 

-  stimulating  communication,  cooperation, 
and  coordination  of  services  on  a  planned 
basis  among  public  and  private  resources; 

-  reviewing  state,  local  and  federal  pro- 
grams and  proposals; 

-  suggesting  modification  of  existing  pro- 
grams; 

-  formulating  new  programs; 

-  delineating  responsibilities  for  the 
actual  implementation  of  these  programs. 

b.   Areawide  or  Regional 

Comprehensive  Health  Planning  at  the 
area  level  would  be  similar  to  that  of  the 
State  in  its  focus  on  total  health  care  and 
in  its  attention  to  circumstances  and  actions 
that  can  affect  health.   Its  process  will 
likely  be  similar  in  concept  if  not  in 
detail  to  those  of  the  State  agency.   The 
subjects  of  planning  at  the  area  level 
would  be  more  specific,  and  locally  rele- 
vant.  Planning  at  this  level  would  include: 

-  studying  on  a  continuing  basis,  area 
health  and  health  related  needs  and 
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resources 

-  directing  their  attention  to  the  develop- 
ment of  systems  for  health  service  deliv- 
ery; 

-  making  recommendations  regarding  program 
development  and  modification  to  promote 
adequacy,  availability,  continuity,  and 
effectiveness  of  community  health  ser- 
vices; 

-  serve  as  a  convenor  for  community  plan- 
ning resources; 

-  develop  information  and  referrable 
resources  with  or  for  health  planning 
operations. 

c.   Levels  of  Activity 

Both  State  and  areawide  health  plan- 
ning operations  should  encompass  the 
follov.'ing  three  distinct  levels  of  activ- 
ity; 

-  total  community  planning; 

-  inter-agency  planning; 

-  agency  program  planning. 
3.   Implementation 

Annual  review  of  State  and  areawide 
planning  activities  to  insure  the  application 
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coordination  and  administration  will  be 
necessary  and  should  be  given  considera- 
tion. 

V.   Funding  of  Health  Services 

Trends  indicate  the  importance  of  funding  re  the  quality 
and  utilization  of  health  services.   Therefore  the  problems 
of  the  financing  of  personal  health  care  must  be  one  of  our 
concerns.   In  this  connection  we  have  noted  the  following 
remarks  in  the  Report  of  the  Task  Force  on  Financing  Com- 
munity Health  Services  and  Facilities  of  the  National  Com- 
mission on  Community  Health  Services. 

At  the  outset  the  Task  Force  on  Financing 
decided  to  be  selective  in  the  choice  of 
problems  for  study,  to  avoid  diffusing  its 
efforts.   Principally  it  has  dealt  with  the 
financing  of  health  department  activities, 
hospitals,  and  water  pollution  control.   The 
financing  of  personal  health  services  out- 
side the  organized  setting  is  discussed  in 
Chapter  IX,  without  recommendations. ^^ 

It  is  clear  that  we  need  more  information  about  these 
areas  of  the  financing  question:   The  expenditures  for 
personal  health  care;  voluntary  health  insurance  enroll- 
ment; employer  contributions  to  premiums;  the  proportion 


15.   Financing  Community  Health  Services  and  Facilities, 
National  Commission  on  Community  Health  Service, 
Public  Affairs, Press,  Washington,  D.C.  1967,  p.  16. 
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of  expenditures  met  by  insurance  benefits;  the  nature  and 
types  of  health  insurance  offered;  restridtions  in  the 
availability  of  insurance  by  age,  health  status,  etc.  the 
effect  of  insurance  on  expenditures;  services  versus  cash 
benefits;  and  community-wide  rate  versus  experience  rating. 
The  recommendations  of  the  National  Commission  on  Com- 
munity Health  Service  on  financing  of  health  services 
should  also  be  considered. 

The  integrated  program  of  health  services 
should  continue  to  be  financed  from  a  variety 
of  sources,  including  individual  out-of-pocket 
payments,  insurance  and  prepayment  plans, 
and  public  funds.   Health  insurance  should  be 
developed  or  extended  to  cover  all  persons 
employed,  self-employed,  and  unemployed, 
together  with  their  dependents,  in  order  to 
eliminate  financial  barriers  to  medical  care. 
All  interested  parties  should  pursue  this 
extension  of  coverage  by  all  possible  methods, 
including  the  appropriate  use  of  public  monies. 
Health  insurance  should  cover  out-of-hospital 
care  as  well  as  in-hospital  care  and  it  must 
cover  the  full  range  of  services:   preventive, 
diagnostic,  therapeutic,  and  rehabilitative 
for  both  mental  and  physical  illness. 

Restrictive  legislation  which  forbids  or 
impedes  the  development  of  prepaid  group 
practice  plans  should  be  removed,  and  full 
experimentation  with  such  plans  should  be 
encouraged.   Rigorous  examination  of  all 
factors  involved  in  setting  health  insurance 
rates  should  be  undertaken  by  the  plans 
before  rate  changes  are  proposed  and  by  rate- 
setting  authorities  reviewing  proposals. 
These  factors  include  benefits,  utilization, 
controls,  provider  costs,  and  the  impact  of 
government  programs  covering  selected  segments 
of  the  population.   In  order  to  provide  protection  for 


33 


the  high-risk  subscriber,  the  Commission  favors 
either  community  rating  or  a  type  of  class 
rating  that  accomplishes  the  same  purpose. 


VI.   Summary  and  General  Suggestions 

The  material  presented  is  a  product  of  the  discourse  and 
deliberations  of  the  Health  Services  Task  Force,  and  is  in 
direct  response  to  the  Task  Force's  charge.   We  have  dis- 
cussed the  issues  and  problems  which  comprhensive  health 
planning  is  mandated  to  address. 

Emphasis  has  been  on  three  things:   the  study  of  needs, 
the  study  of  resources,  and  the  development  of  alterna- 
tives.  With  regard  to  the  first  two,  a  process  for  deter- 
mining needs  and  resources  has  been  presented,  and  sugges- 
tions for  the  content  of  an  information  retrieval  program 
have  been  proposed.   With  regard  to  the  third,  the  Task 
Force  registered  an  overridding  concern  about  the  develop- 
ment and  presentation  of  guidelines  and  principles  relating 
to  comprehensive  health  planning  systems  and  for  an  on- 
going planning  operation.   These  are  included  in  Section 
IV  of  this  report.   With  further  regard  to  the  question  of 
developing  alternatives,  we  have  also  included  a  brief 
section  on  funding,  which,  with  its  demonstrated  influence 
on  the  patterning  and  use  of  health  services,  has  required 
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and  will  continue  to  require,  considerable  attention  and 
exploration. 

Most  of  the  Task  Force  recommendations  and  comments 
could  be  categorized  as  guideline  or  directional  statements. 
It  is  hoped  that  they  will  be  useful  tools  for  the  deter- 
mination of  priorities  and  policy  development  in  the  State's 
comprehensive  health  planning  program. 

The  following  general  suggestions  are  equally  of  a 
directional  nature,  and  are  based  on  contributions  made  by 
the  Task  Force  membership  or  derived  from  material  found 
in  the  body  of  the  report.   It  is  hoped  that  they  will  be 
useful  to  the  Advisory  Committee  in  determining  priorities 
for  the  State's  health  planning  activities. 

A.  Mechanisms  must  be  further  developed  to  permit 
each  individual  and  family  the  capacity  to  bud- 
get or  prepay  the  costs  of  health  care. 

B.  Primary  emphasis  should  be  given  to  the  develop- 
ment of  ambulatory  care  for  the  individual  and 

his  family.   The  greatest  opportunity  for  improving 
medical  care  exists  in  the  ambulatory  care  area 
which  includes  all  the  medical  and  social  agencies 
involved  in  the  delivery  of  health  care.   Programs 
and  proposals  which  respect  this  concept  should 
be  given  priority. 

C.  Almost  by  default,  the  type  of  care  received  by 
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the  individual  or  family  is  to  a  large  extent 
determined  by  his  education,  background,  and 
initiative  in  seeking  help.   Thus  programs  designed 
to  educate  the  consumer  of  medical  services  as  to 
what  care  is  available  and  how  he  might  get  it  are 
to  be  considered  valuable. 

D.  Effective  prevention  of  health  problems  and  ill- 
ness may  be  considered  more  basic  for  long-range 
control  of  the  crisis  in  health  than  more  effec- 
tive treatment  programs.  Therefore,  programs  or 
proposals  dealing  with  primary  prevention  are  of 
critical  importance. 

E.  It  is  still  generally  true  that  one  in  four  children 
of  poor  families  does  not  see  a  physician  from  time 
of  birth  to  school  entrance.   Adequate  nutrition 

is  a  problem  that  has  achieved  national  concern. 
Therefore,  special  emphasis  on  the  family,  school 
and  culturally  deprived  groups  as  broad  focal  points 
for  prevention  efforts  should  be  encouraged. 

F.  Adequate  primary  care  does  not  exist  in  the  cen- 
tral cores  of  our  cities  and  in  the  rural  areas 
of  the  state.   Programs  emphasizing  a  better  dis- 
tribution and  utilization  of  health  care  resources 
should  therefore  have  priority. 

G.  Proposals  encouraging  coordination  of  the  inter- 
dependent levels  of  health  care  for  a  whole  region 
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should  be  encouraged. 

H.   Programs  designed  to  improve  today's  health  care 
patterns  or  health  service  delivery  are  to  be 
considered  significant. 

I.   Though  categorical  programs  are  not  to  be  over- 
emphasized at  the  expense  of  programs  concerned 
with  a  broad  basic  total-health,  total -community 
orientation  those  proposals  concerned  about  whole 
classes  of  persons  (children,  age  5  and  under, 
11.7%  of  the  state  population;  the  aged  15.8%  ; 
alcoholism  -  200,000  persons  in  the  Commonwealth; 
or  drug  addiction,  2,300  hard  core  cases  reporting 
to  agencies  in  the  state)  or  such-like  shouid  merit 
consideration. 
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INTRODUCTION 

Comprehensive  Health  Planning  and  the  Role  of  the  Health  Manpower 
Task  Force 

The  goals  of  comprehensive  health  planning  are  both  very- 
broad  and  very  high.  They  involve  a  partnership  between  the 
public  (federal^  state  and  local)  and  the  private  (voluntary) 
sectors  to  promote  the  highest  possible  level  of  health  for  the 
individual.  The  Massachusetts  Comprehensive  Health  Planning 
Agency  has  been  charged  with  the  development  of  a  state  compre- 
hensive health  plan.  This  plan  must  attempt  to  encompass  the 
health  services «  facilities  and  manpower  involved  in  meeting 
the  physical,  mental,  and  environmental  health  needs  of  the 
people  of  the  Commonwealth,  as  well  as  dealing  with  the  finan- 
cial and  organizational  resources  through  which  these  needs  may 
be  met.  The  involvement  of  the  consumer  and  the  community  in 
jointly  accepting  responsibility  for  health  care  has  been  em- 
phasized in  this  program  which  includes  consideration  of  facili- 
ties, equipment,  delivery  channels  and  several  topics  of  special 
importance  to  the  Manpower  Task  Force:  personnel  requirements, 
training  programs  and  manpower  sources. 

At  the  national  level,  several  groups  have  attempted  to 
deal  with  the  problem  of  health  manpower,  one  of  which  was  the 
National  Advisory  Commission  on  Health  Manpower.  The  Massachu- 
setts Health  Manpower  Task  Force  wishes  to  reassert  a  conclu- 
sion of  the  National  Commission  that  a  *'study  of  health  man- 
power must  be  concerned  with  more  than  total  numbers  of  per- 


sonnel.   Although  adequate  numbers  are  important,  they  are 
only  one  of  the  requironents  for  providing  acceptable  health 
care  to  all  segments  of  our  population.   The  adequacy  of  health 
services  depends  as  much  upon  the  organization  of  health  per- 
sonnel and  their  combination  with  other  resources  as  it  does 
upon  their  numbers  alone." 

At  the  state  level  in  Massachusetts,  the  counterpart  of 
this  national  group  is  the  Health  Manpower  Task  Force,  which 
is  one  of  five  ad  hoc  Task  Forces  established  under  the  recom- 
mendation of  the  Massachusetts  Comprehensive  Health  Planning 
Advisory  Council.   The  Task  Force  was  asked  to  investigate  pre- 
sent and  future  health  manpower  supplies  and  shortages  in  the 
state  as  well  as  manpower  utilization  patterns.   They  were  to 
make  recommendaticn  s ,  suggest  solutions  for  the  shortages,  and 
assist  in  implomenting  the  policies  of  the  Advisory  Council. 
As  the  members  were  chosen  from  consximers  and  professionals  of 
many  occupations  and  agencies,  it  was  hoped  they  would  provide 
a  means  of  coordination  among  their  groups  and  agencies.   In 
general,  they  were  to  contribute  to  the  Comprehensive  Health 
Plan  and  Health  Planning  in  coordination  with  the  other  Task 
Forces. 

Chairman  for  the  Task  Forces  were  selected  from  the  ad- 
visory Council  and  appointed  by  the  Director  in  consultation 
with  the  Nominating  Committee.  Monbers  of  the  Manpower  Task 
Force  were  chosen  by  the  Advisory  Council  and  the  staff,  and 
were  selected  to  represent  consumers  and  professionals:   There 
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were  10  consumers  and  11  professionals  in  the  group,  (A  com- 
plete list  of  the  Task  Force  members  vd.ll  be  found  in  a  later 
section  of  this  report.)  The  group  met  five  times  during  the 
months  of  February »  March,  April,  and  May  1969.  Minutes  were 
taken  and  distributed  either  by  mail  or  at  the  next  meeting. 

Early  in  the  history  of  the  Task  Force,  the  group  focused 
on  a  three  point  program  for  study  and  discussion: 

1)  a  necessarily  rough  idea  of  the  shortages  and  needs, 

2)  a  discussion  of  the  problem  related  to  filling  these 
needs  and, 

3)  solutions  to  the  problons 

The  staff  researched  and  prepared  material  for  discussion  on 
these  topics:  the  following  is  a  result  of  that  research,  pre- 
paration, and  discussion. 
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Summary 
Massachusetts  Health  Manpower  Task  Force  Report 

I.  Introduction  -  Comprehensive  Health  Planning  and  the  Role 
of  the  Health  Manpower  Task  Force. 

A,  Massachusetts  Comprehensive  Health  Planning  Agency 
and  the  State  Plan 

B,  National  Advisory  Commission  on  Health  Manpower 

C,  Massachusetts  Health  Manpower  Task  Force  -   Organizational 
and  Operational  Structure 

II.  (Section  I)  ->  General  Health  Manpower  Conditions 

A.  Growth  in  demand  for  health  services 

1.  enlarged  percentage  of  total  income,  expenditures 
for  medical  services  reflect  rise  in  demand 

2,  eacpansion  of  health  insurance  programs  and  social 
security  funds  has  broadened  the  consumer  market 

B.  Difficulties  in  obtaining  adequate  and  comparable  data 
for  supply  and  demand  of  Health  Manpower 

1.  absolute  numbers  are  not  accurate  measures  of  manpower 
conditions 

2.  few  institutions  utilize  methods  for  measuring  staff 
shortages 

3.  no  measures  of  migration,  change  of  profession,  death 
or  retirement  are  available  for  the  state 

4.  a  variety  of  agencies  collecting  truncated  data  must 
be  consulted  to  obtain  manpower  information 
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5,  health  professionals  disagree  about  validity  and 
methods  of  determining  "sufficiency"  of  manpower 
supply 

6,  future  trends  in  manpower  may  be  rendered  invalid 
by  advanced  technology  and  organizational  changes 

III,   (Section  II)  -  Supply  and  Demand  for  Specific  Health 
Professions  in  Massachusetts 

A,  Limits  of  data  and  effect  upon  Manpower  Task  Force 
Report 

B,  Physicians 

1.  compared  to  the  national  ratio  of  132  doctors  per 
100,000  people  as  an  indicator,  Massachusetts  has 
a  high  ratio  and  the  largest  ratio  in  New  England 

2.  Boston's  high  concentration  of  physicians  inflates 
the  Massachusetts  ratio:   geographic  distribution 
analysis  shows  much  lower  ratios  in  other  sections 
of  the  state, 

3.  the  decrease  in  general  practice  and  the  increase  in 
specialization  has  led  to  a  reduction  in  physician- 
patient  relationships  and  the  availability  of  the 
family  physician 

C,  Dentists 

1,  to  maintain  or  improve  the  present  dentists  to 

population  ratio  will  require  an  additional  48-90 
dentists  per  year*  Massachusetts  has  been  gaining 
100  and  loosing  130  dentists  per  year 


2,  use  of  auxiliary  manpower  can  increase  productivity 
alleviating  pressures  on  dental  manpower 

3»  demand  for  dental  services  is  expected  to  rise 
100-125%  between  1965-1975 
D»  Nurses 

1.  despite  a  comparatively  high  nursing  manpower  to 
population  ratios  for  the  Commonwealth,  institutions 
and  health  associated  organizations  in  Massachusetts 
express  concern  for  nursing  shortages  and  report 
budgeted  staff  vacancies  for  nurses 

2,  possible  explanations  for  vacancies  are  a  greater 
demand  for  nurses  in  Massachusetts,  inappropriate 
budgeting,  or  inefficient  use  of  auxiliary  nursing 
personnel 

E.   L.P.N. 'S 

1,  L.P.N. 's  are  often  used  to  fill  R.N.  vacancies. 
Currently  demand  is  out-stripping  supply 

2,  educational  institutions  are  responding  to  the 
pressures  of  demand  by  increasing  facilities,  and 
enrollment 

F*  Attendants,  Aides,  and  Orderlies 

Despite  a  tripling  of  their  numbers  between  1950  and 
1966,  these  workers  still  appear  to  be  in  short  supply 

G»  Occupational  Therapists 

Occupational  Therapists  are  in  ever-increasing  demand, 
but  can  be  suppl^nented  by  Certified  Occupational  Therapy 
Assistants 

vi 


H,  Physical  Therapists 

Physical  Therapy  is  expected  to  be  in  great  demand  in 
the  future,  but  the  capacity  of  current  educational 
facilities  are  a  barrier  to  expansion 
IV.   (Section  III)  -  Problems  in  Meeting  Health  Manpower  Needs 

A*  Data  Sources 

The  enphasis,  form,  comprehensiveness,  and  occurrence 
of  data  collection  are  the  prerogative  and  province 
of  the  individual  organization  and  are  not  available 
from  a  single  source 

B,  Manpower  Utilization  Patterns 

1,  Health  Manpower  experts  are  of  the  opinion  that 
highly  qualified  health  manpower  is  being  under- 
utilized 

2.  conditions  block  economically  sound  solutions  to 
the  utilization  problon,  increased  production  of 
auxiliary  personnel,  and  innovative  use  of  technology 

C,  Technological  Advancement 

1,  in  other  service  industries,  substitution  of 

capital  for  labor  has  taken  place  but  this  has  not 
been  the  case  in  the  health  field 

2«   technical  equipment  requires  specialized  personnel 
Unnecessary  duplication  of  equipment  by  neighboring 
institutions  is  expensive  in  terms  of  both  labor  and 
capital 
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D,  Conditions  of  Employment 

1,  personnel  policies  in  the  health  organization 
limit  the  success  of  recruitment  to  the  health 
field,  contribute  to  high  turnover  and  drop  out 
rates  of  some  employee  groups,  may  frustrate  efforts 
to  modernize  the  health  system,  and  pose  an  obstacle 
to  the  effective  utilization  of  health  manpower. 

2,  the  health  field  is  known  to  be  notoriously 
subject  to  low  wages,  long  work  weeks,  and 
undesirable  hours,  and  nearly  devoid  of  fringe 
benefits, 

3,  at  present  the  opportunity  for  movanent  on  a 
health  career  ladder  is  blocked 

4,  the  traditional  administrative  structure  of  a 
health  institution  is  such  that  the  majority 

of  staff  are  subject  to  confused,  and  conflicting 
lines  of  authority  and  responsibility 

5,  the  absence  of  standards  matching  job  skills  to 
duties  contributes  to  inefficient  deployment  of 
manpower 
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E,  Educational  System  for  Health  Manpower 

1.  the  educational  program  for  health  professionals  tends 
to  perpetuate  and  reflect  many  of  the  Health  Manpower 
problems 

2.  in  the  opinion  of  some  health  professionals,  the  edu- 
cation and  training  of  physicians  is  excessively 
prolonged  and  creates  an  economic  barrier  to  many 
qualified  baccalaureate  candidates.   There  is  minimal 
financial  aid  for  health  education  in  the  Commonwealth 

3.  the  health  educational  system  is  in  danger  of  train- 
ing people  for  obsolete  occupations  as  technology 

and  staff  organizational  patterns  alter  health  manpower 
requirements 

4.  the  absence  of  standardized  training  programs  for  pre- 
professional  health  staff  may  lead  to  unnecessary  waste 
of  valuable  manpower 

F.  Prevention  Programs 

1.   to  date,  acceptance,  funding  and  co-ordination  of 

prevention  programs  have  been  often  slow  and  ineffectual 
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2.   programs  in  environmental  health,  especially  air 
pollution,  are  difficult  to  legislate  and  fund, 
and  other  programs  such  as  Tuberculosis  detec- 
tion and  control  are  costly  to  administer  effec- 
tively 
V.   (Section  VI)  -  Recommended  Solutions  to  Health  Manpower 

Problems 

A,   Health  Manpower  Research  and  Information  Source 

1.  the  collection,  analysis,  and  distribution  of 
health  manpower  information  should  be  the 
continuing  function  of  a  defined  section  of 
Comprehensive  Health 

2.  The  Manpower  Research  Information  Source  should 
provide  the  following: 

a)  data  on  current  and  projected  health  manpower 
needs. 

b)  current  and  projected  supplies  of  health 
manpower  classified  by  profession,  educa- 
tion, experience,  and  geographical  distribution. 

c)  up-to-date  on  wages  and  salaries,  job 
classification  systems,  civil  service  require- 
ments, and  working  conditions. 

d)  information  on  utilization  patterns  for  health 
manpower . 

e)  inventories  of  educational  and  training  facilities 
and  programs. 


f)  information  on  the  current  and  projected 
recruitments  and  attrition  of  health  man- 
power in  the  state's  active  health  labor 
force. 

g)  an  inventory  of  financial  assistance  programs 
available  to  students  in  the  health  occupations, 

h)   recommendations,  conclusions,  and  information 
derived  from  research  programs  relating  to 
health  manpower. 
3,   the  Manpower  Research  Source  must  utilize  secondary 
data  when  reliable  and  applicable,  coordinate  their 
work  with  other  research  and  information  agencies, 
and  initiate  or  encourage  others  to  undertake 
studies  where  data  is  non-existent  or  insufficient, 
B.   Manpower  Utilization  Patterns 

1.   the  following  job  restructuring  method  should  be 

implemented  to  modernize  the  current  staff  organiza- 
tional pattern  of  health  institutions, 
a)   Task  Analysis  -  Task  Analysis  to  establish 

the  component  parts  of  each  job  will  indicate 
the  following: 

i.  points  where  downward  transfers  of  res- 
ponsibility can  be  made 
ii,   job  levels  where  overlapping  or  gaps  in 
duties  exist 
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b)  Redefinition  of  Job  Levels  -  following  Task 
Analysis  should  be  a  redistribution  of  tasks 
to  job  levels  resulting  in  an  increase  in  the 
numbers  and  complexities  of  tasks  which  may  be 
performed  by  a  person  currently  working  below 
his  proficiency  and  educational  level.   Increased 
efficiency  of  manpower  will  compensate  for 

the  costs  of  increased  wages. 

c)  New  Health  Professions  -  new  professions  to 
bridge  the  responsibility  gaps  between  job 
levels  and  increase  continuity  of  the  health 
care  system  should  be  developed. 

d)  Revisions  of  Civil   Service  and  Lincensure  and 
Acer edi t ation  -  present  Massachusetts  policy 
and  practices  of  Civil  Service,  and  licensure 
and  accreditation  requironents  affecting 
possible  new  health  professions  should  be 
studied 

2.   New  Organizational  Forms  -  Improvements  in  manpower 
utilization  and  the  health  care  system  may  be  derived 
from  new  organizational  forms.   Further  study  and 
innovation  in  organizational  forms  should  be  under- 
taken 
C.   Employment  of  Technological  Advancement 

1.  cost  benefit  studies  of  technological  advance- 
ment should  be  performed 

2.  costly  equipment  investment  should  be  a  cooperative 
venture  among  neighboring  institutions  to  avoid 
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unnecessary  duplication  of  capital-outlay  and 
drains  on  skilled  health  manpower. 

D,  Conditions  of  Employment 

1,   the  advantages  currently  offered  employees  of 
other  fields  should  be  incorporated  into  tradi- 
tional health  personnel  policies 
i,   the  health  system  must  be  encouraged  to  in- 
crease wages,  provide  onployee  insurance  plans, 
and  adopt  work  schedules  which  allow  part-time 
and  daytime  employment  of  certain  employable  groups 
2«   Advancement  opportunities  in  the  form  of  a 

career  ladder  should  be  built  into  the  health 
system 

i*    the  career  ladder  for  pre-professionals* 
should  be  based  on  flexible  educational 
requirements  to  allow  entrance  of  people 
with  incomplete  formal  education 
ii«   clear  successive  steps  up  the  ladder 

should  be  made  available  through  a  com- 
bination of  formal  education  and  in-service 
promotion 

E,  Educational  Systems  for  Health  Manpower 

1,   the  development  of  new  training  programs  for 
*See  Note  p,  xvi 
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allied  professions  should  be  planned  to  meet 
current  and  projected  changes  in  health  occupations 

2,  the  current  training  of  physicians,  dentists, 
psychiatrists,  psychologists,  and  other  highly 
skilled  professionals  should  include  training  in 
the  efficient  utilization  of  auxiliary  personnel 

3,  in  training  "indigenous  non-professional"  health 
wrokers,  there  should  be  recognized  standards 
developed  and  acceptance  of  this  training  by  the 
employing  and  training  health  organizations 

4,  in  so  far  as  new  training  arrangements  are  supported 
as  demonstration  projects,  evaluation  procedures 
should  be  built  into  the  programs  from  their 
inception 

5,  an  educational  continuum  is  important  for  all 
levels  of  health  personnel  and  provisions  must 
be  made  in  the  health  system  or  in  educational 
institutions  for  periodic  in-service  educational 
upgrading  at  all  levels.   This  educational  employment 
continuum  might  take  the  form  of  a  work-study  program 
which  provides  "awareness"  of  occupational  opportunities. 

5,   in  order  to  facilitate  communication  between  the 
health  field  and  the  educational  disciplines,  the 
Task  Force  recommends  that  the  activities,  as  out- 
lined in  the  Report  of  the  Advisory  Council  on 
Education,  be  supported  and  that  a  member  of  the 
Advisory  Council  on  Education  act  as  a  liaison 
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for  the  Comprehensive  Health  Planning  office 

7,  Physician  Training 

the  questions  concerning  physician  education  and 
training  should  be  studied  with  an  emphasis  on 
lack  of  scholarship  aid,  length  of  educational 
training  and  the  effect  and  amelioration  of  the 
extensive  delayed  income  period  during  training 
upon  the  physician 

8.  Health  Facilities  Administration 

courses  in  health  facilities  management  should  be 
developed  to  enable  a  baccalaureate  degree  holder 
to  assume  the  management  of  a  health  institution 

F,  Prevention 

attention  should  be  given  to  possible  prevention 
measures  in  the  Commonwealth,  as  a  means  of  decreasing 
occurrence  of  disease  and  reducing  demands  on  health 
manpower,  specifically  in  the  areas  of  environmental, 
physical,  and  mental  health, 

G.  Inequities  in  Geographic  Distribution  of  Health  Manpower 
the  attraction  of  manpower  to  areas  with  a  possible 
deficit  in  health  manpower  resources  should  be  an 
active  consideration  in  the  planning  of  future 

health,  educational  or  treatment  facilities. 

XV 


*The  term  "pre-professional"  is  used  throughout  the  report  to 
refer  to  those  health  workers  who  are  not  subject  to  uniform 
educational  and  training  requir«nents,  or  function  in  an 
accessory  capacity  with  more  specialized  personnel.   The 
Task  Force  recognizes  that  many  equivalent  titles  are  used 
and  that  definitions  are  not  concise  nor  generally  accepted* 
"Pre-professional"  is  more  consistant  with  the  Task  Force 
recommendation  that  a  systsn  of  promotion  and  continuing 
education  be  incorporated  into  the  health  organizational 
system,  as  the  term  implies  possible  advancement. 
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Section  I 
General  Health  Manpower  Conditions 

National  concern  for  the  status  of  health  manpower  has 
stimulated  studies  which  have  attanpted  to  estimate  supply, 
danand,  and  shortage  trends.  The  National  Advisory  Commission 
on  Health  Manpower  determined  that  the  growth  in  demand  for 
medical  service  and  personnel  is  outstripping  the  manpower 
supply. 

The  demand  for  health  services  is  increasing  quantitatively 
and  qualitativelye   This  is  reflected  in  the  enlarged  percentage 
of  total  income  expenditures  for  medical  service,  and  the  tremen- 
dous increase  in  the  provision  of  hospital  and  specialized  pro- 
fessional services  since  1950,   Great  pressures  upon  the  inter- 
related components  of  the  health  system  have  resulted  from  the 
expansion  of  health  insurance  programs,  social  security  funds,  and 
the  increased  sophistication  of  the  consumer  of  health  services. 
Inadequacies  have  resulted  in  health  manpower  and  care  as  a 
function  of  such  variables  as  f)opulation,  race,  geography, 
economic  status  and  age» 

To  date,  the  total  numbers  of  health  professionals  have 
grown  at  a  rate  only  slightly  faster  than  the  rate  of  increases 
in  population.  However,  the  growth  in  hospital  services  far 
exceeds  the  population  growth,  indicating  that  absolute  numbers 
have  lost  their  viability  as  accurate  measures  of  the  existing 
situation.  Total  ntimbers  become  meaningful  only  when  related  to 
the  number  and  types  of  services  available,  the  flexibility  and 


productivity  of  manpower «  the  contribution  of  technological 
and  procedural  innoyations,  and  the  composition  of  the  consumer 
population. 

The  health  industry,  as  other  industries,  is  experiencing 
an  "information  escplosion".  Unfortunately,  it  has  been  slow 
in  responding  to  the  advantages  of  comprehensive  information 
systems*   The  result  is  that  necessary  data  do  not  exist,  or 
are  not  in  suitable  form  by  subject,  year,  or  geographical  area 
for  comparative  use. 

The  general  concern  for  information  on  manpower  need  and 
supply  is  a  recent  development.  One  indicator  of  need  consists 
of  budgeted  vacancies,  but  few  organizations  employing  health 
manpower  have  developed  methods  for  measuring  staff  shortages. 
More  often  substitutions  of  one  professional  level  for  another 
are  made,  or  the  shortage  is  absorbed  by  the  staff.  No  measures 
of  migration,  change  of  profession,  death,  or  retirement  are 
available  for  the  state. 

In  order  to  obtain  even  partially  ccwaplete  data,  a  variety 
of  health  professions,  federal,  state,  and  private  agencies, 
and  national  organizations  must  be  consulted.  The  collection 
of  a  certain  type  of  data  is  the  province  of  a  particular  group 
and  may  be  suitable  for  their  use  only.  Similar  studies  may  be 
done  by  different  groups  with  contradictory  results.   The  data 
are  often  not  sufficiently  documented  to  suggest  the  reasons  for 
discrepancies. 

Adding  to  the  ccwiplexity  of  determining  present  conditions 
is  the  fact  that  there  is  little  agreement  upon  alternative 


methods,  nor  enthusiasm  for  present  methods,  of  determining 
"sufficiency"  of  health  manpower.   The  most  common  procedure 
is  to  speak  of  manpower  in  terms  of  nximber  of  specific  pro- 
fessionals per  100,000  population  as  related  to  some  hypothe- 
tical ratio  goal,  or  national  ratio  as  determined  by  health 
professionals.  The  validity  of  the  "sufficiency-ratio"  may 
be  questioned  on  the  grounds  that  it  may  only  best  suit  the 
needs  of  the  professional  group  of  the  authors  of  the  ratio. 
State  and  local  ratios  are  determined  by  profession  and  com- 
pared to  national  averages  in  order  to  say  something  about 
"sufficiency."  Yet  studies  reiterate  the  point  that  inade- 
quacies in  health  care  vary  according  to  geographic  areas, 
economic  conditions,  race,  and  age.  Certainly  present  population 
ratios  provide  no  indications  of  these  factors.   In  addition, 
professions  are  spoken  of  separately,  and  with  the  advent  of 
auxiliaries  to  increase  productivity,  this  professional  separa- 
tion may  give  invalid  results. 

It  may  be  more  meaningful  to  speak  of  quantities  of  pro- 
fessional services  in  relation  to  a  weighted  population  measure 
rather  than  the  professional  as  a  unit.   This  approach  would 
be  more  adaptable  to  measuring  the  effect  of  increased  produc- 
tivity resulting  from  innovative  developments. 

It  is  interesting  to  note  that  in  1959,  the  Surgeon  Gen- 
eral's Consultant  Group  on  Medical  Education  avoided  the  issue 
of  "sufficiency"  by  concluding  that  it  would  be  dangerous  to 
fall  below  the  current  ratio.  Maintaining  the  ratio  required 


an  increase  of  4<,000  doctors  of  medicine  and  osteopathy  per 
year#  vrtiich  was  considered  most  difficult  if  not  impossible. 

The  stiimbling  blocks  in  determining  present  conditions 
compound  the  problsn  of  projecting  future  developments  in 
manpower.  Other  questions  which  can  be  raised  and  require 
additional  work  to  be  answered  include:  If  data  exists  in 
such  a  form  that  projection  rates  can  be  developed,  is  it 
valid  to  assvime  trends  will  continue?  What  methods  should 
be  employed  to  estimate  the  effect  of  technology,  changes  in 
organizational  patterns,  and  new  professions?  It  is  also 
necessary  to  have  some  idea  of  what  the  future  plans  of  edu- 
cational institutions,  state,  and  private  agencies  may  be. 

Considering  the  total  situation  of  health  manpower  for 
the  nation  and  the  Cormaonwealth,  it  is  possible  to  make  some 
evaluations  of  the  present  conditions  of  the  health  occupations. 
However,  the  supporting  data  which  is  necessary  for  an  analysis 
based  entirely  upon  reliable  and  valid  factual  material  just 
does  not  exist  at  this  time.  Consequently,  it  becomes  necessary 
to  speak  of  indications,  tendencies,  and  possibilities,  and  to 
formulate  flexible  recommendations  for  future  manpower  develop- 
ment. 

This  discussion  of  health  manpower  in  the  Commonwealth  will 
follow  the  following  format: 

1.  comments  upon  what  available  data  suggests  about 
present  conditions,  and 

2.  (where  possible)  projections  of  trends  in  manpower 
supply  and  demand 


An  emphasis  in  this  discussion  upon  three  professions^ 
physicians,  dentists,  and  nurses  reflects  the  availability 
of  data  and  the  lengthy  lead  time  required  to  affect  supply 
for  these  professions  rather  than  a  preclusion  of  their  rela- 
tive importance  to  the  health  care  system.  This  Task  Force 
Report  in  later  sections  entitled  Problems  and  Recorranenda- 
tions  stresses  the  paramedical  fields  and  the  need  for  the 
development  of  new  health  professions.   Following  a  summary 
of  health  manpower  data  for  the  Commonwealth  is  a  brief  dis- 
cussion of  general  health  manpower  affecting  the  whole  country 
and  some  comments  upon  the  weaknesses  of  all  available  data. 
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Section  IX 

Supply  and  Demand  for  Specific  Health 
Professions  in  Massachusetts 

In  the  absence  of  data  on  professional  services  per  se 
and  with  due  recognition  of  the  weaknesses  6f  available  data, 
this  next  section  focuses  on  some  major  professional  groups 
in  the  attenpt  to  suiamarize  what  is  known  about  shortages  and 
needs  for  these  professionals  in  the  Congnonwealth«  The  Han- 
power  Task  Force  was  able  in  its  limited  time  only  to  begin 
to  examine  the  following  professional  groups  in  any  detail; 
physicians,  dentists,  nurses,  licensed  prac!tical  nurses, 
attendants,  aides,  and  orderlies,  occupational  therapists, 
and  physical  therapists »  There  are,  of  course,  many  other 
types  of  professionals  in  the  health  fields  which  the  Task 
Force  has  not  been  able  to  discuss  in  detail,  both  because 
of  limitations  in  local  data  sources  and  in  time  available. 
Physicians 

Information  provided  by  the  American  Medical  Association 
was  the  only  comprehensive  information  available  to  the  Health 
Manpower  Task  Force*  The  form  and  main  concern  of  these  data 
do  not  lend  themselves  to  projecting  supply  and  demand,  or  to 
estimating  present  and  future  shortages. 

The  AMA  reports  that  in  Massachusetts  9,584  non-federal 

professionals  \^ere  active  in  patient  care  representing  177 

doctors  per  100,000  population.  Nationally,  the  ratio  was 

132  per  100,000.  For  New  England  the  ratios  were  as  follows: 

State 
Connecticut 
Maine 


Mass.  181 

N.H.  119 

Vermont  149 

Rhode  Island  152  *1»     Health  Resources  Statistics  1968 

Geographically  for  Massachusetts  the  ratios  were  not  as 
large.  For  example,  the  Worcester  Region  has  122  per  100,000; 
Springfield,  121  per  100,000?  Hampshire  County^  109  per  100,000. 
Figures  for  1962  show  relatively  the  same  situation. 

Although  the  Task  Force  was  unable  to  produce  data  supported 
conclusions  concerning  the  supply  and  demand  of  physicians  in 
the  Commonwealth,  it  acknowledges  the  national  concern  for  a 
physician  shortage,  and  accepts  the  following  factors  contributing 
to  this  concern. 

Various  economic  and  professional  status  factors  have  con- 
tributed to  an  increase  in  the  number  of  physician  specialists, 
and  also,  to  some  degree,  in  the  number  of  dental  and  nursing 
specialists.  A  corresponding  decrease  in  the  percentage  of 
physicians  in  general  practice  has  resulted.   The  diversity  of 
medical  services  has  decreased  the  productivity  of  physicians 
(and  nurses,  somewhat)  in  terms  of  nximbers  of  patients  seen 
over  time.  One  response  to  this  decrease  has  been  a  major 
growth  in  physician-directed  services,  and  a  greater  involve- 
ment of  physicians  in  supervisory  non-medical  activities.   This 
occurrence  further  has  limited  the  physician-patient  relation- 
ship and  the  availability  of  a  family  physician,  thus  sharpen- 
ing the  physician  shortage  concept.  Specialization  has  created 
new  demands  and  increased  quality  of  services,  but  it  has  de- 
creased manpower  flexibility. 
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Dentists 

Dentistry  has  received  less  public  attention  because  it 
is  considered  less  critical  and  more  of  a  luxury  than  physician 
services.  In  addition^  very  little  health  insurance  covers 
dental  work* 

Studies  of  current  and  projected  supply  and  demand  for 
Massachusetts  have  been  attanpted  for  dentists  recently  by 
the  Board  of  Higher  Educations  The  1967  study  reports  that 
48  additional  dentists  are  needed  each  year  to  maintain  the 
present  ratio  of  one  dentist  for  every  1,766  people.  To  im- 
prove the  ratio  to  one  dentist  for  every  lj,400  people,  wDuld 
require  adding  90  dentists  per  year.  Unfortunately,  the  trend 
for  Massachusetts  has  been  that  while  adding  100  dentists,  it 
loses  130  through  death  or  retirement. 

However,  dentistry  does  respond  to  economies  of  scale  and 
the  use  of  auxiliaries  can  increase  productivity.  The  use  of 
two  auxiliaries  can  increase  productivity  67%  and  does  not  effect 
quality  of  dental  care.  The  demand  for  dentistry  is  considered 
elastic  and  will  increase  with  the  expected  rise  in  income  and 
increased  public  awareness  of  dental  health  during  1965-75, 
100-125%.  This  rise  in  demand  will  be  accompanied  by  a  16%  in- 
crease in  the  n\imber  of  dentists  and  a  maximxilR  50%  average  rise 
in  productivity  for  the  nation. 
Nurses 

No  extensive  study  of  nursing  manpower  for  Massachusetts 
has  been  done  since  1962 »  Attempts  to  determine  current  and 


projected  supply  and  demand  were  frustrated  by  the  fact  that 
traditional  statistical  collection  by  the  various  agencies  is 
not  ammenable  to  these  measures. 

As  of  1968,  Massachusetts  employed  25,724  nurses,  while 
70,083  professional  nurses  were  registered  in  Massachusetts, 
Still  the  ratio  of  active  nurses  to  population  far  exceeds 
the  ratio  for  most  states  at  486  per  100,000*  Yet,  all  inst- 
titions  in  Massachusetts  are  reporting  budgeted  vacancies  for 
nursing  personnel  indicating  a  manpower  shortage.   For  example, 
the  hospitals  for  the  chronically  ill  and  nursing  homes  re- 
ported shortages  of  approximately  20%  of  total  budgeted  vacancies 
in  1967;  general  hospitals  reported  a  13 « 5%  vacancy.   Possible 
alternative  explanations  for  these  vacancies  are  the  following: 
a  greater  demand  for  nursing  services  in  Massachusetts,  inappro- 
priate budgeting,  or  inefficient  use  of  auxiliary  nursing  per- 
sonnel . 

The  nursing  profession  has  been  examined  by  the  Surgeon 
General's  Consultant,  the  Group  on  Nursing  of  the  American 
Nurses  Association,  and  the  National  Advisory  Commission  on 
Health  Manpower.  All  agree  that  a  shortage  of  nurses  actively 
onployed  in  their  professions  exists,  but  opinions  concerning 
severity  and  reasons  for  the  deficit  vary  greatly.   The  Presi- 
dent's Commission  contends  that  the  prime  concern  is  reactivating 
trained  nurses  and  improving  the  image  and  working  conditions 
for  the  R.N.  The  essential  problem  is  lack  of  faculty  qualified 
to  teach  in  the  present  educational  facilities  as  well  as  a  lack 
of  interested  candidates  and  high  attrition  rates. 
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L.P.N«''s 

Massachusetts  reported  an  average  vacancy  rate  of  13.4% 
for  all  institutions  in  1967*  However #  response  to  the  need 
for  L.P.N. 's  has  been  encouraging*  During  the  pesriod  1962  to 
1967,  educational  facilities  for  L.P.N. *s  had  increased  by 
50^  and  the  number  of  graduates  had  doubled.  Projected  en- 
rollment is  expected  to  increase  2896  by  1972 ,  going  from  1093 
to  1399, 

Nationally  and  in  Massachusetts,  licensed  practical  nurses 
are  often  used  to  fill  registered  nurses'  vacancies.  Both  the 
American  Hospital  Association,  and  the  Public  Health  Service 
concur  that  a  National  L.P.N,  shortage  exists  of  approximately 
21,700. 
Attendants,  Aides,  and  Orderlies 

The  change  in  the  functions  of  many  of  the  higher  level 
health  professions  with  more  and  more  of  the  routine  tasks 
delegated  to  the  aide  and  orderly  indicates  an  increased  de- 
mand for  employees  at  this  level.  Despite  a  tripling  of  their 
numbers  between  1950  and  1966,  these  workers  still  appear  to  be 
in  short  supply  according  to  the  Boston  area  study  done  by 
Northeastern  University.  The  introduction  of  technology  ad- 
vances and  labor  saving  devices  may  curb  this  trend,  but  other 
develofxnents  such  as  new  methods  of  treatment  could  increase 
the  demand  in  the  future. 
Occupational  Therapists 

Occupational  therapy  is  expected  to  be  in  great  demand  due 
to  increasing  snphasis  on  rehabilitation  and  the  continued 
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success  of  therapy  programs.  Based  on  a  comparison  of  vacancy 
rates,  or  vacancies  divided  by  employees,  the  Bureau  of  North- 
eastern University  of  Business  and  Economic  Research  study 
found  that,  in  the  Boston  area,  occupational  therapy  is  the 
occupation  that  is  relatively  most  critical.  It  is  expected 
that  the  new  "certified  occupational  therapy  assistant**  (COTA) 
will  help  to  alleviate  this  problem- the  COTA's  can  work  directly 
under  the  guidance  of  O.T.'s  and  can  care  for  less  seriously 
ill  patients. 
Physical  Therapists 

Like  occupational  therapists,  physical  therapists  are  ex- 
pected to  be  in  great  demand  in  the  coming  years  as  rehabilita- 
tion programs  proliferate.  Rapidly  changing  technology  and 
demands  mean  that  a  projection  based  on  present  ratios  will 
fall  short  of  future  needs.  The  schools  are  part  of  the  barrier 
to  expansion  -  roost  of  the  schools  would  like  to  increase  their 
enrollment  but  are  limited  by  facilities  and  faculty.  Federal 
assistance  for  construction  is  available  under  provisions  of  the 
Allied  Health  Professions  Personnel  Training  Act  of  1966. 
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Section  III 
Problems  in  Meeting  Health  Manpower  Needs 

I.  Data  Sources 

As  stressed  in  the  introductory  material,  the  varying  re- 
liability, adequacy,  and  availability  o£  health  manpower  infor- 
mation have  constrained  efforts  to  determine  current  and  future 
needs  and  supplies  of  manpower.  Classification  of  health  man- 
power, according  to  education,  experience  and  location  in  the 
Commonwealth  at  the  local  level  is  essential  for  a  valid  analy- 
sis of  present  conditions.  Information  on  salaries,  utiliza- 
tion patterns,  educational  facilities  and  training  programs 
is  necessary  for  a  gross  estimate  of  health  manpower  projected 
needs  and  supply. 

Within  Massachusetts,  a  multitude  of  public  and  private 
organizations  gather  one  or  more  elements  of  the  above  statis- 
tical information  for  specific  professions.  The  emphasis,  form, 
comprehensiveness,  and  occurrence  of  such  data  collection  are 
the  prerogative  and  province  of  the  individual  organization. 
Consequently,  the  results  are  not  available  from  any  single 
source;  and  not  in  a  form  suitable  for  comparative  studies  by 
profession,  year,  or  locality.  The  work  of  the  Task  Force  has 
been  complicated  by  the  weakness  of  available  data,  and  the  lack 
of  coordination  between  agencies  that  do  have  information  on 
various  aspects  of  the  manpower  situation  in  the  health  field. 

II.  Manpower  Utilization  Patterns 

Concern  for  the  diminishing  supply  of  highly  qualified 
health  manpower  has  popularized  the  following  opinions  among 
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health  manpo%rar  experts:  first#  that  highly  quali£ied  health 
manpower  are  being  under-utilized;  and  second^  that  innovative 
use  and  increased  production  of  axixiliary  personnel  provides  an 
economically  sound  solution  to  the  utilization  problem. 

As  the  health  services  deliveiry  system  has  grown  in  com- 
plexity/ it  has  been  slower  than  many  of  the  other  systens  in 
society  to  adopt  principles  of  efficient  organization,  and 
effective  utilization  of  manpower.  Significant  portions  of 
the  time  of  highly  trained  and  qualified  personnel  are  devoted 
to  routine  duties  in  institutions  such  as  hospitals  and  univer- 
sities. These  routine  activities  might  be  effectively  per- 
formed by  staff  trained  in  a  far  shorter  time  period. 

Considering  the  lengthy  time  and  high  financial  investment 
required  to  affect  the  supply  of  such  highly  trained  personnel 
as  physicians,  psychiatrists,  psychologists,  dentists,  and 
nurses,  it  appears  sound  to  also  invest  in  increasing  the  supply 
of  flexibly  trained  health  pre-professionals.  It  Is  becoming 
clear  that  many  of  the  activities  and  responsibilities  that 
were  once  considered  exclusively  the  province  of  the  physician, 
dentist,  nurse  and  other  health  professionals  can  be  performed 
equally  well  by  a  person  of  lesser  training. 

In  Massachusetts,  several  major  blocks  to  employing  new 
auxiliary  manpower  utilization  patterns  exist  for  public,  pri- 
vate institutions,  and  coiwnunity  health  programs.  These  are 
licensing  and  accreditation  legislation,  civil  service  require- 
ments, and  a  lack  of  innovative  educational  programs. 
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The  restrictive  limitations  of  licensure  and  civil  service 
on  the  functions  that  can  be  legally  performed  by  allied  health 
manpower  have  exceeded  their  original  purpose  of  ensuring 
high  quality  of  patient  services  and  have  become  roadblocks 
to  the  development  of  more  effective  utilization  of  health  man- 
power. 

Educational  programs  for  paramedical  personnel  are  pres- 
ently tied  to  traditional  personnel  utilization  patterns,  but 
must  respond  to  changes  in  the  type  of  health  professional 
donands  in  a  modernized  health  systan. 
Ill,  Technological  Advancement 

In  other  service  industries,  substitution  of  capital  for 
labor  has  taken  place,  but  this  has  not  been  the  case  in  the 
health  field.   Technology  in  biomedical  research  has  advanced 
swiftly,  but  the  area  of  patient  care  has  been  neglected. 
Given  the  design  and  degree  of  obsolescence  of  many  of  the 
Commonwealth's  hospitals,  the  application  of  new  technology 
in  the  provision  of  health  services  is  difficult.   It  is  im- 
portant to  design  new  facilities  of  optimum  utilization  and 
increased  productivity  of  health  manpower,  as  well  as  with 
full  knowledge  of  the  potential  role  of  "ancillary"  personnel. 

Automation  of  laboratory  and  general  hospital  equipment 
increases  efficiency,  but  has  at  least  two  disadvantages. 
First,  a  skilled  staff  is  required;  and  second,  especially 
highly  publicized  equipment  is  desired  by  every  hospital  and 
community.  This  duplication  severely  strains  the  local  supply 
of  highly  specialized  personnel  trained  to  operate  technical 
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equipment. 

IV.   Conditions  of  Employment 

Personnel  policies  in  health  organization  limit  the  success 
of  recruitment  to  the  health  field,  contribute  to  high  turnover 
and  drop  out  rates  of  some  employee  groups^,  may  frustrate  efforts 
to  modernize  the  health  system,  and  pose  an  obstacle  to  the 
effective  utilization  of  health  manpower. 

Of  significant  importance  to  attracting  quality  personnel 
into  a  profession  are  adequate  wage  levels,  opportunities  for 
advanconent,  desirable  work  schedules  both  in  terms  of  hours 
and  days,  fringe  benefits,  insurance  plans#  the  condition  of 
the  physical  plant,  and  job  status.   Few  of  the  above  incen- 
tives for  a  rewarding  career  are  offered  in  the  health  field. 

Nationally  the  health  field  is  known  to  be  notoriously 
subject  to  low  wages,  long  work  weeks,  and  undesirable  hours, 
and  nearly  devoid  of  fringe  benefits.   Although  specific  com- 
parative data  for  Massachusetts  were  not  available  for  the  Task 
Force  analysis  of  the  above  factors,  indications  are  that  con- 
ditions are  similar.  However,  it  is  possible  to  state  with 
greater  certainty  that  many  public  and  private  institutions  of 
Massachusetts  afford  obsolete  and  unpleasant  working  conditions, 
and  lack  adequate  opportunities  for  advancement.  Admittedly, 
there  are  higher  costs  involved  in  improving  working  conditions 
and  increasing  pay  for  lower  level  health  personnel,  but  these 
would  be  offset,  at  least  in  part,  by  increased  staff  efficiency. 

At  present  the  opportunity  for  movement  on  a  health  career 
ladder  is  blocked.  Nurses,  technicians,  and  other  auxiliary 
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personnel  are  unable  to  move  either  vertically  or  horizontally 
within  the  health  system.  Unlike  the  business  world  where 
promotion  from  within  the  system  is  standard,  the  health  field 
requires  that  a  professional  leave  the  field  and  enter  into 
acadenic  training  to  advance. 

The  traditional  administrative  structure  of  a  health  orga- 
nization is  such  that  the  majority  of  staff  are  subject  to  con- 
fused and  conflicting  lines  of  authority  and  responsibility. 
Trustees,  administrators,  or  superintendents,  medical  chiefs 
or  clinic  directors  are  responsible  for  various  phases  of  opera- 
tion but  are  not  necessarily  responsible  to  each  other.   In 
many  cases,  there  is  no  formal  personnel  office  for  an  insti- 
tution and  the  individual  theoretically  responsible  for  per- 
sonnel is  likely  to  lack  any  administrative  background. 

This  factor  may  explain  in  part  the  lack  of  job  descrip- 
tions for  nurses  and  allied  health  personnel  which  define  the 
specific  tasks  of  each  employee  group.   The  absence  of  standards 
matching  job  skills  to  duties  contributes  to  inefficient  de- 
ployment of  manpower,  employee  dissatisfaction  and  complicates 
an  analysis  of  the  effectiveness  of  present  manpower,  and  possi- 
bilities for  innovations  in  organization  patterns. 
V.  Education  System  for  Health  Manpower 

The  educational  program  for  health  professionals  tends  to 
perpetuate  and  reflect  many  of  the  Health  Manpower  problems. 
A  recruit  into  a  health  career  is  expected  to  select  his  or 
her  ultimate  goal  upon  entering  the  highly  structured  curriculum. 
Compounding  the  problem  of  curriculum  rigidity  is  the  fact  that 
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no  educational  continuum  exists  to  allow  multiple  points  of 
exits  to  Jobs  and  re-entry  for  further  study* 

Medical  school  training  of  physiel^is  has  been  subject  to 
much  discussion.  In  the  opinion  of  some  health  professionals, 
the  education  and  training  are  excessively  prolonged  and  create 
an  economic  barrier  to  many  qualified  baccalaureate  candidates. 
There  is  minimal  financial  aid  for  health  education  in  the 
Coiisnonweal  th  • 

The  health  field  requires  flexible  personnel »  and  the 
health  educational  system  must  be  advised  and  consulted  as 
to  the  changing  health  manpower  demands «  The  need  for  coor- 
dinate planning  between  acaderaia  and  the  health  field  is  evi- 
dent.  In  the  absence  of  joint-planning,  the  health  educational 
system  is  in  danger  of  training  people  for  obsolete  occupations 
as  technology  and  staff  organizational  patterns  alter  health 
manpower  r^uirements. 

Training  for  pre-professional  health  staff  based  in  health 
organizations  might  benefit  from  employing  educational  principles. 
At  present  a  health  professional  may  receive  training  at  one  in- 
stitution which  may  not  be  acceptable  for  employment  at  another 
institution.  This  is  a  consequence  of  the  absence  of  universally 
accepted  training  programs.   In  our  mobile  society  this  situation 
may  represent  an  unnecessary  waste  of  valuable  manpower, 
VI.  Prevention  Programs 

Implicit  in  the  current  emphasis  on  the  positive  aspects  of 
health  is  a  corresponding  concentration  on  prevention  programs. 


18 


Reducing  the  occurrence  and  severity  of  illness  through  pre- 
vention will  reduce  health  manpower  demands.   To  date,  accep- 
tance, funding ,  and  coordination  of  prevention  programs  have 
been  often  slow  and  ineffectual. 

Prevention  progran  planning  is  a  function  of  environmental, 
mental,  and  physical  health.   The  success  of  each  component 
program  is  dependent  upon  a  united  effort*   For  example,  primary 
prevention  program  activities  in  Community  Mental  Health  Pro- 
grams are  just  beginning,  and  are  encountering  problons  in- 
herent in  the  population's  environmental  conditions  and/or 
physical  health. 

Other  problems  are  as  follows ;  programs  in  environmental 
health,  especially  air  pollution,  are  difficult  to  legislate  and 
fund,  and  other  programs  such  as  tuberculosis  detection  and  con- 
trol are  costly  to  administer  effectively.   Part  of  the  problem 
lies  within  the  fact  that  preventive  medicine  is  not  as  satisfy- 
ing as  crisis  medicine  to  many  physicians,  neither  does  it  re- 
ceive much  public  recognition. 

The  program  receiving  the  most  public  attention  is  the 
fluoridation  program  in  dentistry.   The  Medical  Foundation  report 
on  dentistry  in  the  Boston  area  stressed  prevention  and  noted 
that  only  6%  of  the  population  of  the  Boston  SMSA  use 
fluoridated  water,  as  compared  to  25%  of  the  national  population. 
From  the  October  1968  issue  of  Dental  Abstracts  comes  the  follow- 
ing statement,  intended  for  application  to  dentistry  but  valid 
for  most  health  fields,   "Prevention  must  become  the  theme  of 
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the  profession.  The  1950 's  and  1960 's  have  added  many  pre-" 
ventive  tools  that  are  by  no  means  used  to  the  maximum*" 
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Section  IV 

Recommended  Solutions  to  Health  Manpower  Problems 
The  Health  Manpower  Task  Force  makes  the  following  recommen- 
dations : 
I.   Health  Manpower  Research  and  Information  Source 

The  collection,  analysis,  and  distribution  of  health 
manpower  information  should  be  a  continuing  function  of  a 
defined  section  of  Comprehensive  Health  Planning.   The  re- 
sulting inforroation  will  be  invaluable  to  formulate  and  recom- 
mend policies;  to  facilitate  adoption  and  implementation 
of  policies  and  methods  approved  by  the  Advisory  Council;  and 
to  guide  regional  and  area  planning  agencies. 

The  manpower  research  and  information  developed  should 
provide  interested  users  with: 

A)  Data  on  current  and  projected  health  manpower  needs. 

B)  Current  and  projected  supplies  of  health  manpower 
classififed  by  profession,  education,  experience,  and 
geographical  distribution. 

C)  Up-to-date  data  on  wages  and  salaries,  job  classifica- 
tion systems,  civil  service  requirements,  and  working 
conditions. 

D)  Information  on  utilization  patterns  for  health  manpower, 

E)  Inventories  of  educational  and  training  facilities  and 
programs . 

F)  Information  on  the  current  and  projected  recruitments 
and  attrition  of  health  manpower  in  the  state's  active 
health  labor  force. 
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G)  An  inventory  of  financial  assistance  programs  available 
to  students  in  the  health  occupations. 

H)   Reconvnendations «  conclusions,  and  information  derived 
from  research  programs  relating  to  health  manpower. 

Both  primary  (newly  collected)  and  secondary  (already 
available)  data  would  be  of  concern  to  health  manpower  re- 
search and  information  activities.  Secondary  data  must  be 
utilized  >^en  reliable  and  applicable  to  avoid  unnecessary 
duplication  of  effort,  and  should  coordinate  work  of  other 
research  and  information  agencies  similarly  concerned.  For 
example,  the  Department  of  Health,  Education  and  Welfare, 
Health  Manpower  Statistics  Branch,  provides  computer  tape 
printouts  with  detailed  information  concerning  a  number  of  key 
health  professions.  As  the  tapes  are  complex  and  costly,  a 
qualified  group  is  required  to  select  the  most  beneficial  in- 
formation. A  method  for  utilizing  the  data  of  professional 
organizations  such  as  the  Massachusetts  Medical  Association 
should  be  devised.  Perhaps  a  task  force  of  representatives 
of  such  professional  societies  could  form  an  advisory  committee 
for  Comprehensive  Health  Planning. 

Where  secondary  data  are  unavailable,  or  they  are  of  ques- 
tionable reliability  cr  validity,  the  health  manpower  research 
and  information  section  of  Comprehensive  Health  Planning  should 
either  initiate,  or  encourage  others  to  undertake  the  collection 
of  primary  data  on  issues  of  health  manpower  necessary  to  the 
planning  and  guidance  of  comprehensive  health  services  in  the 
Commonwealth. 
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II.  Manpower  Utilization  Patterns 

A,  Job  Restructuring 

In  order  to  efficiently  restructure  the  current  staff 
organizational  stiructure  of  health  institutions,  the  following 
approach  is  recommended:  1)   task  analysis  by  profession;   2) 
redefinition  of  job  levels;   3)   innovative  creation  of  addi- 
tional health  professions,  and  4)   revision  of  Civil  Services 
and  Accreditation  and  Licensing. 

The  Task  Force  recognizes  that  some  health  organizations 
are  engaged  in  restructuring  and  recommends  a  continued,  accel- 
erated and  formalized  program.   Inherent  in  the  concept  of 
job  restructuring  is  the  idea  that  some  professionals  are  in- 
volved in  tasks  requiring  less  than  their  level  of  education 
and/or  capability,  jobs  which  pre-professionals  could  success- 
fully perform, 

1,  Task  Analysis  The  first  step  should  be  a  task  analysis 
to  establish  the  component  parts  of  each  job.  Comparing  the 
individual  responsibilities  of  each  skill  level  to  the  next  in 
the  present  organizational  hierarchy  will  indicate  the  following: 

1)  points  where  downward  transfers  of  responsibility  can  be  made, 

2)  job  levels  which  have  overlapping  responsibilities,  and 

3)  areas  where  gaps  or  confused  lines  of  responsibility  exist. 

2.  Redefinition  of  Job  Levels  The  completed  task  analysis 
allows  a  redistribution  of  tasks  to  job  levels.  The  results  will 
be  an  increase  in  the  numbers  and  complexity  of  tasks  which  may 
be  performed  by  an  employee  currently  working  below  his  profi- 
ciency and  educational  level.   For  example,  a  Licensed  Practical 


23 


Nurse  will  assume  some  of  the  Registered  Nurse's  duties,  the 
nurse's  aide  or  ward  secretary  will  provide  some  of  the  L.P.N. 's 
services,   (For  more  specific  examples*  see  Appendix),   This 
duty-transfer  will  allow  each  occupation  to  utilize  maximvun 
skills.  Although  a  rise  in  wages  for  job  levels  may  be  assiimed, 
the  benefit  of  Increased  efficient  use  of  valuable  manpower 
justifies  and  compensates  for  increased  costs, 

3.  New  Health  Professions   It  appears  from  other  studies 
and  the  Task  Force's  brief  investigation  that  task  analysis 
and  job  level  restructuring  provide  strong  support  for  the  need 
of  new  health  professions.   These  new  professionals  will  bridge 
the  responsibility  gaps  between  job  levels  and  increase  the 
continuity  of  the  health  care  syston. 

Examples  of  the  new  health  worker  are  discussed  in  detail 
in  the  Appendix,   They  are  physician  assistants,  pediatric 
public  health  nurses,  occupational,  physical  and  recreational 
therapist  aides,  and  the  indigenous  pre-professional  ombudsman. 

4,  Revision  of  Civil  Service,  and  Accreditation  and  Licensing 
To  enable  the  health  care  systen  to  effectively  employ 

the  new  health  worker,  and  the  job-restructuring  program,  changes 
in  Civil  Service,  and  licensure  and  accreditation  requirements 
are  needed.  An  in-depth  study  of  these  programs  in  Massachusetts 
is  recommended  to  discover  mechanisms  for  necessary  revisions, 
B,  New  Organizational  Forms 

The  Task  Force  recommends  further  study  and  development 
of  organizational  forms  for  all  health  professions  as  there  is 
strong  evidence  that  innovations  in  organizational  form  increase 
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manpower  utilization^  and  Improve  the  health  care  syst«n« 
Bolstered  by  job  restructuring/  health  professional  teams  have 
increased  productivity  and  efficiency.  An  example  of  effective 
organization  is  a  team  comprised  of  a  dentist,  a  dental  hygienst 
and  a  dental  aide#   This  combination  allows  maximum  use  of  in- 
dividual skills. 

Another  example  of  new  organization  is  group  practice  of 
physicians.  There  are  two  advantages  to  group  practice.   First, 
the  patient  gains  the  benefits  of  specialization  without  the 
fragmented  services  as  under  the  present  referral  system.   With 
a  generalist  in  the  group  as  well  as  specialists  the  patient 
has  a  point  at  which  to  enter  the  referral  system.  Second, 
group  practice  is  more  efficient  and  productive.   Benefits  under 
this  system  include  peer  discipline,  the  ease  of  informal  consul- 
tation, the  efficiency  of  systematic  record  keeping,  the  elimina- 
tion of  duplication  of  services,  the  ability  to  make  full  use 
of  ancillary  personnel,  and  the  productivity  of  young  doctors 
increases  since  the  waiting  time  inherent  in  building  a  solo 
practice  would  be  saved.   (See  Appendix  for  further  discussion) . 

The  multi-service,  and  neighborhood  health  centers  are  pro- 
viding excellent  opportunities  for  creative  experimentation  with 
both  new  professions  and  organizational  forms.   Providing  a  com- 
prehensive range  of  service  to  a  locally  based  population,  the 
multi-service  neighborhood  health  center  becomes  a  "visible,  direct, 
accessible",  and  informal  mechanism  for  indigenous  people.   The 
manpower  team  of  the  generalist,  specialist,  and  pre-professional 
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neighborhood  dweller  enables  comprehensive  delivery  of  preven- 
tive diagnosis,  treatment,  and  rehabilitation  services.  Employ- 
ment of  indigenous  people  affords  the  professional  staff  a  more 
complete  insight  into  the  background  and  ecology  of  the  neighbor- 
hood, eases  finding  and  the  entry,  treatment,  and  follow-up 
process  of  the  patient. 

III.  Employment  of  Technological  Advancenent 

The  Task  Force  recommends  specific  studies  be  undertaken  to 
explore  the  cost  and  benefits  and  possible  application  of  technologi- 
cal innovation  to  improve  utilizatio  n  of  health  manpower  in  Massachu- 
setts.  The  findings  of  such  study  should  be  widely  distributed  in 
the  state;  and  if  local  cost  benefit  analysis  supports  the  introduc- 
tion of  new  technology,  it  should  be  adopted.   (Detailed  examples 
of  current  technological  development  and  their  contributions  to 
efficiency  are  given  in  the  Appendix) . 

The  Task  Force  further  recommends  that  costly  equipment  be 
shared  by  institutions  when  possible  to  avoid  unnecessary  duplica- 
tion of  investment  and  drains  on  skilled  health  manpower, 

IV.  Conditions  of  Employment 

The  Task  Force  recommends  that  traditional  health  personnel 
policies  be  studied  and  incorporate,  where  possible,  the  advantages 
currently  offered  employees  of  other  fields.   Such  action  will 
improve  conditions  for  recruitment  into  the  field  and  reduce  cur- 
rently high  turnover  in  many  professional  and  pre-professional 
health  groups. 

The  health  system  must  be  encouraged  to  increase  wages,  pro- 
vide employee  insurance  plans,  and  adopt  work  schedules  which  allow 
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part  time,  and  daytime  employment  of  certain  employable  groups, 
(such  as  Registered  Nurses  with  family  obligations). 

Students  selecting  fields  of  study  and  prospective  employees 
are  anxious  to  enter  a  field  with  built-in  advancement  opportunities, 
now  lacking  in  the  health  systen.   Of  extrsne  importance  to  improving 
the  employment  conditions  of  health  workers  are  advanconent  opportu- 
nities in  the  form  of  a  career  ladder.   The  ground  work  for  this 
career  advancement  mechanism  will  be  provided  by  job  restructuring 
which  clearly  identifies  and  matches  skills  to  tasks.   Furthermore, 
the  career  ladder  will  ease  supplementation  of  professional  man- 
power with  pre-professional  manpower.  The  career  ladder  may 
resemble  a  form  similar  to  physician  training.  The  health  systen 
employs  the  candidate  at  a  certain  level  of  training  (internship), 
builds  his  skills  and  competence  and  provides  opportunities  for 
specializations  (residency) .   The  entire  process  combines  enploy- 
ment  and  education,  A  similar  program  for  nursing  could  be 
instituted. 

Adopted  for  pre-professionals,  the  career  ladder  should  be 
established  with  initial  educational  requirements  open  to  a  broad 
variety  of  people  \Tho   have  not  had  the  opportunity  to  complete 
much  formal  education.   Clear  successive  steps  up  the  ladder  should 
be  made  available  through  a  combination  of  formal  education  and  in- 
service  promotion.   Both  educational  and  service  organizations 
should  cooperate  and  coordinate  their  efforts  in  establishing 
viable  career  ladders  which  are  also  responsive  to  shifts  in  the 
health  job  market. 
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V.   Educational  Systems  for  Health  Manpower 
Developing  Flexible  Health  Manpower 

Recognizing  the  interdependence  and  joint  responsibility  of 
the  health  field  and  the  health  educational  system  to  develop  health 
professionals  and  pre-professionals  to  function  in  a  modernized 
health  system,  the  Task  Force  recommends  the  following  guidelines 
be  used  in  further  health  educational  planning  in  Massachusetts. 

A.  The  development  of  new  training  programs  for  allied 
professions  should  be  planned  to  meet  current  and  pro- 
jected changes  in  health  occupations, 

B.  The  current  training  of  physicians,  dentists,  psychiatrists, 
psychologists,  and  other  highly  skilled  professionals  should 
include  training  in  the  efficient  utilization  of  auxiliary 
personnel . 

C.  In  training  "indigenous-pre-professional"  health  workers, 
there  should  be  recognized  standards  developed  and  accep- 
tance of  this  training  by  the  employing  and  training  health 
organi zations » 

D.  Insofar  as  new  training  arrangements  are  supported  as 
demonstration  projects,  evaluation  procedures  should  be 
built  into  the  programs  from  their  inception. 

E.  An  educational  continuum  is  important  for  all  levels  of 
health  personnel  and  provisions  must  be  made  in  the  health 
care  facilities  or  in  educational  institutions  for  periodic 
in-service  educational  upgrading  at  all  levels.   This 
educational  employment  continuum  might  take  the  form  of  a 
work-study  program  which  provides  "awareness  of  occupational 
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opportunities" • 
F.   In  order  to  facilitate  communicatiD  n  between  the  health 
field  and  the  educational  disciplines,  the  Task  Force 
recommends  that  the  activities,  as  outlined  in  the 
Report  of  the  Advisory  Council  on  Education,  be  sup- 
ported and  that  a  momber  of  the  Advisory  Council  on 
Education  act  as  a  liaison  for  the  Comprehensive  Health 
Planning  Office. 
Physician  Training 

The  Task  Force  recommends  that  the  questions  concerning  physi- 
cian education  and  training  be  studied.  Specifically,  1)   the  lack 
of  scholarship  aide  as  a  prohibition  against  entry  into  the  field 
for  various  socio-economic  groups;  2)   the  possibility  of  shor- 
tening the  length  of  educational  training;  and  3)   the  effect  and 
amelioration  of  the  extensive  delayed  income  period  upon  the 
physician. 
Health  Facilities  Administration 

In  order  to  combine  necessary  health  experience  and/or  knowl- 
edge with  administration  background,  courses  in  health  facilities 
management  should  be  developed.   This  type  of  program  will  enable 
a  baccalaureate  degree  holder  to  assume  the  management  of  a  health 
institution. 
VI.   Prevention 

Prevention  programs  in  the  Commonwealth  may  be  one  approach 
to  the  manpower  situation.   Rather  than  increasing  the  number  of 
workers,  prevention  seeks  to  decrease  the  nximber  of  cases  requiring 
medical  attention.   The  success  of  fluoridation  in  cavity  preven- 
tion has  been  demonstrated  especially  with  small   children.   Attempts 
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should  be  made  to  increase  the  use  of  fluoride  in  the  Conimonwealth. 
Another  area  with  potential  for  prevention  is  community  mental 
health.   Through  education  and  counseling  the  worker  in  a  mental 
health  center  can  often  head  off  a  more  serious  problem.  The  same 
type  of  program  is  applicable  to  physical  diseases.  Screening  and 
detection  should  catch  the  disease  in  an  early  stage  when  the 
prognosis  is  favorable.  The  whole  field  of  prevention  through 
environmental  health  controls  needs  study  and  discussion.  Some 
groups  on  the  state  level  are  probing  this  area,  principally, 
the  topics  of  air  and  water  pollution.  More  attention  should  be 
given  to  this  and  to  other  possible  prevention  measures  in  the 
Commonwealth, 
VII,  Inequities  in  Geographic  Distribution 

Available  data  indicates  that  especially  the  western  part 
of  the  State  has  fewer  health  manpower  resources  by  profession  and 
by  specialty  serving  a  defined  population  number  than  other  sec- 
tions of  Massachusetts, 

Without  commenting  upon  sufficiency  of  manpower,  present  condi- 
tions support  the  position  that  any  future  health  educational  and/ 
or  treatment  facilities  planned  should  be  allocated  to  the  areas 
with  fewer  health  professionals.  This  planning  consideration  would 
act  to  attract  manpower  to  areas  with  a  possible  deficit  in  health 
manpower  resources. 
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2.  New  Organizational  Form 
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A.  Manpower  Utilization  Patterns 
1.   Pre-professionals 

Several  specific  programs  have  been  established  to  train 
new  personnel  in  an  effort  to  restructure  job  categories.  One 
is  the  physician  assistants  program  at  Duke  University  which 
is  attempting  to  bridge  the  gap  between  the  responsibilities 
of  medical  corpsmen  and  the  civilian  doctor.   The  ex-corpsmen 
offer  an  essentially  untapped  source  of  trained  health  manpower 
and  programs  should  be  instituted  to  utilize  and  build  on 
their  skills.  It  is  also  hoped  that  the  corpsmen  will  provide 
an  alternative  to  nursing  which  has  been  predominantly  a  female 
profession.  Another  program  is  the  pediatric  nursing  program 
at  the  University  of  Colorado/  which  provides  for  the  public 
health  nurse  to  assume  some  of  the  physician's  responsibilities. 

Aides  to  occupational,  physical,  and  recreational  therapists 
have  been  introduced  and  are  being  trained  to  help  the  regis- 
tered therapists  with  less  critical  patients  and  it  is  hoped 
that  they  will  help  in  alleviating  the  shortages  in  these 
fields,   Massachusetts  colleges  and  universities  have  programs 
in  physical  and  recreational  therapy,  but  the  only  assistant 
program  offered  is  a  psychiatric  assistant  occupational  therapy 
course  at  Boston  State  Hospital,   It  is  recommended  that  a 
more  versatile  assistant  occupational  therapy  course  be  offered 
in  the  state. 

Another  big  area  under  great  discussion  due  to  recent 
interest  in  providing  health  care  to  minority  and  poverty 
groups  is  the  indigenous  pre-professional.   Coming  from  the 
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same  social  area,  this  pre-professional  ombudsman  may  relate 
to  the  patient  much  more  successfully  than  the  middle  class 
professional.   They  can  translate  the  needs  and  accentuate 
the  cultural  differences  of  the  patient  to  the  professional. 
In  many  cases  the  pre-professional  is  given  a  chance  to 
become  a  professional  through  work  and  academic  programs, 
2,  New  Organizational  Forms 

Group  practice  of  physicians  in  the  United  States  is 
another  new  pattern  of  organization  and  is  increasing,  but 
slowly.   From  1946  to  1959  the  number  of  physicians  engaged 
in  group  practice  increased  from  4,000  to  12,000  or  from  2  to 
6%  of  the  physicians  in  private  practice.   By  1962,  the  nxim- 
ber  had  risen  to  12^5%  and  by  1967  to  14%,  Part  of  the  reticence 
can  be  explained  by  opposition  on  the  part  of  organized 
medicine  toward  prepaid  group  practice.   The  American  Medical 
Association  has  since  rescinded  its  opposition.  Physicians 
have  also  been  slow  to  form  groups  because  they  can  achieve 
the  same  financial  savings  through  sharing  expenses  without 
loss  of  autonomy.   It  has  been  estimated  that  the  saving  of 
physicians  would  be  about  one-third  under  the  group  practice 
system.  This  could  be  negated  however,  if  the  physicians 
obtained  benefits  such  as  shorter  work  weeks  and  longer  vaca- 
tions. Whether  a  smaller  nximber  of  physicians  are  required 
to  do  the  same  amount  of  work  or  whether  the  same  number  can 

do  the  work  in  a  smaller  time  period  it  still  remains  an 

3* 
increase  in  productivity. 

♦Source  -  See  Bibliography  3. 
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Several  current  trends  should  be  mentioned  In  reference 
to  group  practice.  The  first  is  a  new  type  of  group,  working 
as  the  out-patient  department  of  a  hospital.  Salaried  by  the 
hospital  they  do  not  admit  patients  to  the  hospital  but  may 
prescribe  admission  under  a  hospital  staff  physician.  Twenty- 
four  hour  call  is  provided  on  a  rotating  basis.  Another  trend 
reported  is  the  shortage  of  facilities  large  enough  to  house 
group  practices.  Professional  building  space  is  rented  before 
completion  and  so  is  in  great  demand.  This  could  mean  a 
significant  increase  especially  in  the  New  England  area  in 
the  number  of  group  medical  and  dental  practices. 

Model  cities  projects  have  provided  excellent  opportu- 
nities for  the  implementation  and  testing  of  new  organizational 
forms  and  health  professions.  Further  evaluations  of  the 
success  of  the  innovations  is  indicated. 
B.  Technological  Advancements 

The  health  services  industry  could  benefit  from  a  belated 
application  of  the  fundamental  principals  of  economics;  mainly, 
the  use  of  capital  and  labor-saving  devices.  Substitution  of 
capital  for  labor  has  taken  place  in  other  service  industries 
but  not  in  health;  technology  has  advanced  swiftly  in  bio- 
medical research,  but  has  neglected  the  area  of  patient  care. 
One  area  in  which  productivity  and  the  effect  of  technology 
has  been  impressive  is  the  dental  systsn.  The  recently 
introduced  high  speed  drill  has  been  estimated  to  increase 
productivity  by  10-30%,  Efficiency  in  other  professions  has 
not  been  documented,  but  several  suggestions  have  been  made. 
The  intensive  care  unit,  made  possible  by  electronic  bedside 
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monitoring  devices  requires  fewer  nurses  to  care  for  critically 
ill  patients.  A  drug  dispensing  machine  with  built-in  controls 
and  billing  equipment  which  works  with  addressograph  plates, 
but  on  the  order  of  a  vending  machine,  could  reduce  the  pro- 
portion of  nursing  time  devoted  to  maintaining  drug  records 
from  the  present  1/6 • 

A  simple  laundry  cart»  not  presently  used  in  the  smaller 
hospitals,  promotes  a  more  efficient  use  of  nursing  time.  Other 
advances  in  laundry  room  techniques  including  a  continuous 
conveyer  washing-drying-ironing  systan  will  improve  efficiency 
and  productivity  among  service  workers.  Disposable  equipment, 
continually  increasing  in  use,  is  definitely  a  saving  for  all 
facilities.  The  cost  of  sterilization  is  much  higher  than  the 
cost  involved  in  the  purchase  of  disposable  articles.  The  trend 
toward  disposables  has  two  results.  The  first  is  the  idea  of 
central  services  for  distribution  of  supplies  to  be  adminis- 
tered by  a  manager  or  registered  nurse.  The  second  trend 
is  toward  prepacking  of  disposable  set-ups  for  certain  pro- 
cedures. One  such  item  in  1955  took  6J5  minutes  to  prepare 
by  a  registered  nurse;  a  few  years  later  a  nurse's  aide  could 
prepare  it  in  1  minute  from  partially  packaged  it^ns.  The 
same  "set-up"  is  now  available  at  reasonable  cost  in  a  sterile 
prepackaged  form  which  requires  no  in-hospital  labor. 

Other  technological  developments  which  will  affect  pro- 
ductivity are  communication  systems  especially  for  use  between 
nurses  and  patients  and  electric  beds  to  aid  in  elevating 
patients.  Redesign  of  dietary  facilities  and  new  products 
including  disposables,  carts  with  refrigeration  and  warming 
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ovens,  and  airline  type  ovens  vn.ll  not  only  shift  duties 
from  nurses  to  kitchen  personnel,  but  will  reduce  manpower 
requirements  in  dietary  service. 
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Review  Criteria  for  314(b)  Organizational  Grants 


REVIEV;  CRITERIA  FOR 
314(b)  ORG/\NIZATIONAL  GRANTS 


The  following  review  criteria  apply  at  both  the  Federal 
and  the  state  level.  Roman  niomerals  refer  to  sections  of 
the  Federal  pamphlet  entitled  "Information  and  Policies  on 
Grants  for  Comprehensive  Areawide  Health  Planning."   All 
applicants  are  invited  to  a  public  hearing  with  the  State 
Review  Committee  to  discuss  any  problems  or  questions 
regarding  their  application. 

1.  Goals  and  objectives. 

An  agency  applying  for  a  grant  to  conduct  areawide 
health  planning  must  be  prepared  to  recommend  goals, 
priorities,  and  policies  for  developing  and  improving 
the  system  for  providing  physical,  mental,  and  environ- 
mental health  services  for  the  area.   (III,B)   The 
grant  application  must  include  a  description  of  the 
scope  of  physical,  mental,  and  environmental  health 
services  that  will  be  considered  and  a  schedule  of 
activities  to  be  undertaken  during  the  project  period. 
(VIII, E)  Goals  and  objectives  of  the  organization 
must  be  in  accord  with  the  legal  and  social  intent  of 
the  legislation,  and  the  undertaking  enumerated  in  the 
grant  application  must  be  sufficiently  significant  and 
relevant  to  the  activities  appropriate  under  comprehen- 
sive health  planning.   The  term  "comprehensive"  as 
applied  to  health  planning  includes  the  environmental, 
economic,  social,  and  other  conditions  that  affect  the 
health  of  the  population  and  the  related  public  and 
private  environmental,  physical,  and  mental  health 
services,  facilities,  and  manpower. 

2.  Geographic  Area. 

The  Federal  legislation  requires  that  the  applicant 
agency  describe  the  geographic  area  to  be  covered  by 
the  project  and  specify  how  it  has  sought  to  make  this 
area  identical  with  those  of  related  programs  in  the 
area.   (VIII, A)   It  further  provides  that  the  Governor(s) 
of  the  State (s)  in  which  the  area  is  located  will  be 
afforded  the  opportunity  to  review  the  boundaries  of  the 
area  and  comment  upon  its  congruence  with  planning  and 
development  regions  established  by  the  State.   (IX)   In 
view  of  this  provision,  the  State  Review  Committee 
requires  that  the  geographic  boundaries  be  the  regional 
and  area  boundaries  established  by  the  Division  of 
Central  Services  of  the  Office  of  Administration  and 
Finance.  (See  Amplification  of  this  section,  page  5) 


3.  Funding. 

Emphasis  will  be  placed  on  the  development  of  a 
broad  base  of  local  financial  support.  Diversity  of 
funding  sources  is  stressed,  because  the  sources  of 
funds  not  only  reflect  the  extent  of  local  commitment 
to  the  planning  program  but  also  contribute  to  its 
image  and  thus  to  its  potential  effectiveness. 
Reasonable  assurance  of  local  support  is  usually  pro- 
vided by  cash  or  firm  written  pledges  adequate  to 
finance  at  least  six  months  of  operation  and  a  descrip- 
tion of  the  method  for  obtaining  the  remainder  of  the 
funds  needed.   (VI)   The  grant  application  must  include 
a  budget  indicating  proposed  total  expenditures. 
(VIII, F)   Details  regarding  allowable  costs,  payment 
procedure,  etc.  can  be  found  in  sections  X  through  XIV. 

4.  Relations  with  the  State  Comprehensive  Health  Planning 
Agency. 

Comprehensive  areawide  health  planning  is  related  to 
and  should  be  coordinated  with  comprehensive  State 
health  planning.   (II)   Close  and  continuing  relation- 
ships between  the  areawide  and  State  health  planning 
agencies  and  other  State  agencies  should  be  maintained 
throughout  the  project  period.   A  project  designed  in 
consultation  with  the  comprehensive  State  health  planning 
agency  will  assure  that  areawide  health  planning  activi- 
ties will  complsnent  the  State's  comprehensive  health 
planning  program.   (IX)   There  must  be  capacity  to 
contribute  to  the  State  planning  effort  by  reviewing 
local  applications  for  grants,  by  recommending  projects 
which  meet  the  area's  needs,  and  by  assisting  in  local 
implementation  of  the  State's  program.   (Ill,  E  &  F) 

5.  Relations  with  Other  Agencies. 

The  applicant  should  be  recognized  by  the  major 
governmental  units  and  public  and  voluntary  health 
agencies  in  the  area  as  having  responsibility  for 
conducting  a  comprehensive  areawide  health  planning 
program.   (IV, D)   Letters  pledging  cooperation  are 
expected  from  all  relevant  groups.   The  grant  appli- 
cation must  include  a  description  of  the  interagency 
relationships  that  will  be  maintained  throughout  the 
project  period.   (VII, G) 


6.  Organizational  Competency. 

The  applicant  agency  must  demonstrate  organizational 
ability  to  conduct  comprehensive  health  planning.   (IV, A) 
It  should  have  sufficient  staff  and  responsibility  to 
maintain  continuity  and  comprehensiveness  and  to  provide 
leadership  in  the  setting  of  planning  priorities  to 
which  it  and  other  planning  groups  will  address  them- 
selves.  (II)   In  order  to  be  eligible,  the  applicant 
must  establish  a  full-time  position  of  director  of 
comprehensive  health  planning.   (IV, E)   The  grant 
application  must  include  evidence  of  explicit  organiza- 
tional or  procedural  arrangements  that  have  been  or  are 
being  established  by  the  applicant  to  assure  maximum 
coordination  of  planning  for  related  functions,  programs, 
projects,  and  activities  within  the  mult i- jurisdictional 
area.   (VIII, A, 4)   The  application  must  also  include  a 
description  of  the  organization  of  the  applicant  agency, 
including  indication  of  previous  activities  and  accom- 
plishments in  health  planning.  Articles  of  Incorporation 
and  By-laws,  lists  of  members  of  the  board  and  committees, 
and  staff  capabilities.   (VIII, D, 2,3,4, 5) 

7.  Technical  Competency. 

The  applicant  agency  must  demonstrate  capacity  to 
carry  out  the  technical  aspects  of  the  grant.   These 
include;   collection  and  analysis  of  data  in  order  to 
identify  health  problems,  needs,  and  resources  in  the 
area  (III,H, 1, 2, 3) ,  establishment  of  goals  and  priori- 
ties (II),  and  preparation  of  plans  and  procedures  to 
seek  community  consensus  and  to  involve  all  related 
institutions  and  organizations  (III, I).   The  application 
must  include  a  description  of  health  resources  available 
in  the  area  and  a  description  of  the  present  status  of 
health  planning  in  the  area,  including  all  planning 
programs  of  public  and  private  agencies.   (VII, B,C) 

8.  Legal  Status. 

Unless  it  is  a  public  agency,  the  applicant  must  be 
incorporated  as  a  non-profit  organization.   (IV, F)   It 
must  also  be  established  as  a  permanent  organization. 
(IV,G)   The  initial  application  must  include  copies  of 
Articles  of  Incorporation,  By-laws,  and  evidence  of 
non-profit  status.   (VIII, D, 3)   Related  issues  such  as 
term,  method  of  selection  and  renewal,  and  size  of  the 
board  and  advisory  council  will  also  be  considered. 
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